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TWO UNUSUAL CYSTOSCOPIC PICTURES 
By J. BENTLEY Squier, M. D., of New York 


HE writer has chosen to report the following two cases be- 

fore this association, one simply as a matter of interesting 
observation and record, the other, hoping that it will draw 

out some discussion which will aid him in the management of it. 
The first patient is a gentleman sixty-three years of age, who 
presented himself with symptoms of prostatism of a year’s dura- 
tion. The most distressing condition was frequency of urina- 
tion which had become so intense, that he would have to urinate 
every hour during the day and four or five times at night. As- 
sociated with this was severe pain across the loin. By rectum, 
one could feel a small, hard prostate gland. He had two ounces 
of residual urine. Cystoscopy being decided upon to ascertain 
the presence of median obstruction, an interesting picture pre- 
sented itself. There was present a prominent median lobe, which 
undoubtedly was the cause of his prostatic symptoms, and in 
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addition to this four definite ureteral openings. Squirting from 
each the characteristic swirl of urine could be distinctly seen. 
Two openings were normally placed at either end of the inter- 
uteric fold, the other two, one on either side, were anterior to 
these and somewhat externally placed. Unfortunately, the 
patient refused to allow catheterization of these openings, as I had 
hoped to catheterize them with a stillettoed catheter and then have 
a radiograph taken. I hope to persuade the patient to allow me 
to do this, as it is rather an interesting anatomical anomaly. 

The second case is one of cystitis cystica chronica, and is of 
such rarity that scarcely fifty cases have been reported. The 
majority of these have been discovered at autopsy, the patient 
dying of some inter-current disease. In the cases already re- 
ported, the condition of ureteritis cystica had also been more or 
less constant. As the etiological factor of this rare condition is 
still uncertain I will give the patient’s history in detail. 

The patient was born in 1859, a healthy, normal child. He 
had the ordinary diseases of childhood. When fifteen years of 
age (1874) he was thrown from his horse; his foot catching in the . 
stirrup he was dragged for a considerable distance before freeing 
himself. Following this accident the most serious result was 
the development of an attack of hematuria, which lasted a few 
days and subsided after rest in bed, and expectant treatment only. 
No other urinary symptoms were noticed until 1882, when fre- 
quency of urination and burning at the vesical neck developed 
from apparently no exciting cause. The passage of a sound a 
few times relieved the discomfort. In 1888 he was refused a life 
insurance policy because of the presence of pus in the urine. 
This was the first time that he had any knowledge of an existing 
pyuria. In 1902, following a large dose of quinine which he 
took for malaria (?), (symptoms malaise only, no chill or tempera- 
ture) hematuria developed. As there was no pain attending 
the bleeding, this was considered by the attending physician to 
be due to the action of the drug. The hematuria lasted a few 
hours. Since this attack of hematuria he has had, at intervals of 
a year or so, two other attacks of hematuria. During the second 
attack which developed while on a railroad train, he “felt some- 
thing give way in the right groin,” but there was no severe pain 
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or any suggestion of renal colic. The hematuria disappeared in 
twenty-four hours, and the patient did not lay up or refrain from 
going to business. 

So much for the hematuria, but to the patient’s knowledge 
the pyuria has been present ever since the insurance examination 
in 1888, and the knowledge of this has been the only source of 
discomfort or anxiety to him. His general health has been ex- 
cellent. The patient is married and has four healthy children. 
There is no venereal history, the only serious illness which he 
has had was an attack of typhoid fever in 1896. Ten years 
ago the patient had been treated for pyuria by bladder irrigation, 
etc., and urinary antiseptics. Two years ago, a prominent cysto- 
scopist is said to have demonstrated pus coming from both ureteral 
orifices. 

To sum up the most salient features of his case these facts 
stand out: 

I. Pyuria known to be present for twenty years. 

II. Four attacks of mild hematuria lasting but a few hours 
with no history of renal colic. 

III. No relief from pyuria by bladder treatment carried out 
by competent hands. 

IV. No apparent ill effects as yet from it, patient in good 
health. 

V. Increased frequency of urination during the day only, 
the interval being every two hours. 

The patient reported first to me in January of this year. He 
had just been through a thorough radiographic examination by 
Dr. Lewis Gregory Cole, of New York, who reported as follows: 

Diagnosis: ‘From study of the above plates one is justi- 
fied in making a negative diagnosis of renal or ureteral calculus 
of sufficient size to warrant operation. In the first plate of the 
bladder region, the bladder was full of urine and was distended. 
In the next of this region, the patient had just urinated and if 
the bladder was empty then, I believe that the walls are greatly 
thickened.” 

The urinalysis which was made by Dr. Sondern, I give in 
full with his remarks: 
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Urinalysis 


Reaction, 
Sediment, 
Nature of the sediment, 
Albumin, heat and acid test, 
nitro-magnesium test, 
Amount, Esbach test, 
Bile Pigment, 
Urea, 
Indican, 
Color, 
Odor, 
Specific Gravity, 
Sugar, Cupric test, 
Bismuth test, 
Amount, 
Acetone, 
Chlorides, 
Phosphates, 


Acid 
Moderate 
Heavy 
Marked trace 
”? ”? 
Same 
Negative 
0.746 
No excess 
Pale amber 
Not offensive 
1008 at 15° C 
Negative 


per mille by weight 


per cent by weight 


None 
Negative 
0.4 

No excess 


per cent by weight 


Examination of Sediment 


Obtained by centrifuge at 1800 revolutions for five minutes 


Blood, 

Pus, 

Mucus, 

Casts, 

Bacteria, 

Epithelium, 

Crystalline and amorph. matter, 
Other structures, 


None 

Moderate amount 

Small amount 

None found 

No tubercle bacilli found 
Few bladder cells 

None 

None 


Remarks: The specimen contains more albumin than I be- 
lieve the pus present would account for, but no renal elements 
could be found microscopically with a lowered gravity and 
a corresponding relative amount of urea. There are no 
microscopic evidences to indicate that the pus is of renal origin, 


ne i en ee a ae 


fr re 
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but the general character of the specimen creates some sus- 
picion in this direction. A careful search for tubercle bacilli 
resulted negatively. 


A cystoscopic examination made by Dr. James Pedersen and 
the writer presented a picture of a bladder whose base was stud- 
ded with multiple cystic nodules varying greatly in size, from 
the proverbial millet seed to the size of a small grape. The 
largest cyst occupied the centre of the intra-uteric fold and was 
as opalescent as a pearl in the rays of the cystoscopic lamp. 
Ureteral catheterization was impossible with the direct instru- 
ment of Dr. Brown, owing to the cystic formation obstructing 
the catheters in their entrance to the ureter. Unfortunately, I 
have as yet been unable to obtain a differential renal examination 
as the patient has objected to further attempts at ureteral cathe- 
terization, even by the indirect cystoscope. From January, 
when I first saw him, until the first of this month, the patient has 
been under local treatment with practically no diminution in 
the amount of pus in the urine. 

Two weeks ago the patient was operated upon for excision 
of varicose veins of the leg. A few days after the operation a 
very marked increase of pus appeared in the urine, with difficulty 
in voiding it and increased frequency. At the end of the act a 
few drachms of creamy, sticky pus would be voided with some 
stringy detritus made up of mucus, pus and red blood cells. 
This existed for five days when the creamy pus disappeared, the 
urine assumed its usual milky look and the patient began to run 
a temperature. The temperature lasted for three days, the high- 
est of which was 102$°. Whether the anesthetic caused a light- 
ing up of the inflammation, or whether some of the cysts evacuated 
themselves, leaving a raw surface for the absorption of infection, 
is merely conjecture. 

Cystitis and ureteritis cystica chronica from the standpoint 
of the pathologist has been recognized for a long time. Dr. 
Bond Stowe, in a report of the autopsy findings of ureteritis 
cystica chronica read before the New York Pathological Society 
in February, 1907, has brought the literature up to date. There 
seems to be contention in its causation: 
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(a) Parasitic origin, 

(b) Degenerate epithelial origin, or retention cyst. 

Giani, of Turin, Italy, has produced cystica chronica by in- 
serting foreign bodies in the bladder of rabbits and also by curet- 
ting its surface. The presence of local inflammation seems neces- 
sary for its existence. The weight of evidence is against the 
parasitic (protozoa) theory. 

The questions which suggest themselves in reviewing the 
history are these: 

How much will the presence of the pus in the urine jeopardize 
the patient’s chance of longevity, in view of the fact that the dis- 
ease is usually accidentally discovered at autopsy? 

What conservative local treatment will benefit him ? 

What operative treatment can be offered if ablation of the 
mucous membrane has caused the cystitis to occur in animals? 

I hope that the discussion will throw some light upon these 


points. 
DISCUSSION 


Dr. Louis E. ScumiptT, of Chicago. In connection with this case, I should 
like to say a word in regard to a case that I saw about a year ago. Cysto- 
scopically it presented only an odd appearance of the trigone—that is, ap- 
parently a very velvety appearance, purplish in hue, of the trigone; and the 
parts immediately surrounding were thrown up in rugae. As to the history 
of the patient, the only symptoms of the genito-urinary tract that he had were 
frequency of urination both day and night. The individual was very much 
emaciated; no fever, no chills. Urinary examination showed only a very 
small amount of pus. In addition to the cystoscopic picture that I men- 
tioned, there was also apparently an edematous condition of the urethral ori- 
fice. The patient was kept under observation some weeks, with no improve- 
ment under the ordinary antiphlogistic measures, urinary antiseptics, and 
instillations of the bladder. No other condition of the upper urinary tract 
could be found, and it was considered that the local finding was sufficient to 
cause his urinary symptoms. A suprapubic cystotomy was made, and the 
bladder opened widely. An entirely different appearance was noted from 
what the cystoscopic examination revealed. I should like to state that this 
picture was one that I had never seen described before. Over the entire tri- 
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gone and the parts immediately surrounding, there was an enormous number 
of nodules, about millet seed in size, glistening white, apparently hard. None 
of them were ulcerated. The only two conditions that were considered at 
all were tubercular nodules, and cystitis cystica. At the time large portions 
were excised, and all the rest were thoroughly cauterized. At the time of the 
suprapubic operation, I placed in two ureteral catheters, the urine from the 
two kidneys was analyzed and no pathological condition noted. The patient 
has been under observation ever since. The suprapubic wound healed in 
the course of three or four weeks. The urine, however, did not clear up, the 
symptoms continued, and at the present time they are the same as they have 
been all along. The cystoscopic appearance is the same that I noticed at 
the time of the first examination. Now, the only way that I can explain the 
fact, is, that when the bladder is closed, it gives the appearance as described, 
entirely different in appearance from what is seen when the bladder is opened. 
That is, apparently there is some change, the tension is removed, or some 
other condition that gives the appearance of the nodules when the bladder 
is opened, and an entirely different appearance when the bladder is closed. 
These nodules were examined pathologically by Dr. Kretchmes, who will report 
case in the Journal of Gynecology, Obstetrics and Surgery, and showed that 
they were what Zucherkandel in his ‘‘Handbuch der Urologie”’ calls cystitis 
glandularis and cystitis follicularis. It is the only case that I know of that 
has combined the two conditions—that is, cystitis glandularis and cystitis 
follicularis—in one patient. I want to state that the diagnosis was not made 
previous to the operation, but from the examination of the pathological speci- 
mens only. 

Dr. GeorcE K. SwINnBuRNE, of New York. In regard to the case of 
cystic condition of the mucous membrane of the bladder, I had a case in which 
the history was so exactly similar to that of Dr. Squiers’ patient, that I thought 
it must have been the same man. About three years ago, such a case was 
brought to me in consultation, and his first discovery of his trouble was when 
he was refused life insurance on account of pus in the urine. He came from 
up the State. The physician who brought him to me had been washing out 
his bladder, in order to help his condition. In fact he did not seem to have 
any special trouble, except attacks of hematuria from time to time. I was 
amazed to find the entire bladder wall studded over with this condition, and 
was going to hunt up the literature of the case. As a matter of fact the man 
who brought him to me asked what to do, and I advised him to let him alone. 
It seems to me, that there is no treatment for his condition. 
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Dr. JAMES PEDERSEN, of New York. The case reported by Dr. Schmidt 
leads me to mention another. The case was one of hematuria, and the cys- 
toscopic picture showed simply a globular tumefaction on the base of the 
bladder, entirely sessile, and presenting little varicosities of the blood vessels, 
notably of the veins. At one point was seen a hemorrhagic spot, from which 
the hemorrhage had undoubtedly been taking place. The appearance of the 
tumor was that of a cyst. I believe it was cystic. It reminded me of the 
familiar picture of a wen on the scalp—that is, a perfectly sessile tumor with 
contents under considerable tension. I do not believe it is in the same class 
with Dr. Schmidt’s case, but I mention it as somewhat parallel and as inter- 
esting. The patient will be observed further. 

Dr. SQuiErs, in closing. There is not very much to say. I simply wanted 
to get some one’s idea about the treatment. Dr. Swinburne has given ex- 
pression to that. I agree with him that you cannot do anything for this 
condition. 


CASES OF STRICTURE OF THE MEMBRANOUS 
URETHRA 


By Epwarp L. Keyes, Jr., M.D., of New York 


ATHOLOGICAL investigation, stimulated by the advances 
Pru in the operative study of prostatic hypertrophy, has 

extended the territory of the gonnorrhceal or inflammatory 
stricture of the urethra. Up to the end of the last century, the 
gonorrheeal stricture was confined to the anterior urethra. Accord- 
ing to the best authorities, such strictures might be found as deep 
as the bulbo-membranous junction, but no deeper. Reported ex- 
ceptions to this rule, if not laughed out of court, are considered as 
so rare as to merit no notice; but the practice of perineal prosta- 
tectomy by many surgeons has familiarized them with the varia- 
tions of size and distensibility of the prostatic urethra and has 
called to their attention the fact that inflammatory strictures at 
the neck of the bladder, while by no means so frequent as those 
in the anterior urethra, may nevertheless be clinically recognized 
and pathologically verified. Inflammatory stenosis of the whole 
prostatic urethra has even been reported, though this is the 
exception. 
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But the operative technic has not been such as to call attention 
to conditions in the membranous urethra, exception made for 
the case reported by Bazy. Thus the membranous urethra 
now enjoys the distinction of being the one portion of that canal 
supposedly exempt from sclerotic infiltration. Why this should 
be the case is not clear from the pathological point of view, for 
not only is the membranous urethra supplied with glands of 
Littré, but it will be remembered that Littré, in describing the 
glands which bear his name, speaks of them as exclusively con- 
fined to this region. It is therefore a good field for that gono- 
coccal penetration into the tissues which is the foundation 
of gonorrhoeal stricture. But clinical investigation has not 
been directed to the study of these strictures, simply because 
when the membranous urethra is opened in perineal section, this 
is done with the sweep of the knife, and before thorough inves- 
tigation is made with the finger, or else the prostate is attacked 
behind the membranous urethra, whose calibre is therefore not 
exposed. 

I have had occasion in the last three months to perform 
median perineal section for the relief of stricture, three times 
in the bulbous urethra, and once at the neck of the bladder, upon 
patients so debilitated by sepsis, age or alcoholism, that it seemed 
wiser to perform the operation under local anesthesia. 

In one of these cases the operation was uneventful. Having 
opened the bulbous urethra and divided the stricture there, one 
could with very little stretching of the tissues pass the finger 
directly back into the prostatic urethra. 

In a second case, with a stricture of large calibre of the whole 
of the anterior urethra and chronic complete retention of ten 
years’ standing from contracture of the neck of the bladder, the 
membranous urethra required division with the knife before 
the finger could be introduced. Yet it was large enough to take 
a 28 F. sound .introduced from the perineal wound, and one 
could scarcely feel justified in saying that it was actually a stricture, 
though our lack of precise knowledge as to what should be called 
chronic inflammation and what stricture, is of course more marked 
for the membranous urethra than for any other portion of the 
canal. 
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But leaving aside these two cases, the other two showed very 
marked stricture of the membranous urethra and, therefore, 
seem worthy of detailed recital:— 

CasE 1. E. Y. Twenty-four years of age, gave a history of 
alcoholism and sexual excess for a number of years past; he had 
a constant urethral discharge for some five or six years, but this 
was a matter of no concern to him until the present attacks began. 

In July, 1907, he was suddenly seized with a severe pain in 
the right hypochondrium and right lumbar region; temperature, 
104°; pulse, 140; vomited repeatedly. On the fourth day of 
this attack, the temperature remaining high and the kidney 
being impalpable by his physician, his appendix was removed, 
and the surgeon stated that it was gangrenous. The next day 
the temperature dropped to normal and the pain was relieved. 
His convalescence was uninterrupted; but two days after leaving 
the hospital he had a recurrence of all his symptoms, and 
during the six months intervening between his first attack and 
the time when I saw him, he had four more attacks, each of them 
lasting from one to two weeks, coming on as a rule after exercise 
and relieved by a gush of urine containing a great deal of pus. 
Between the attacks, the urine was said to be quite clear, and 
during attacks there was oliguria; the pain did not radiate into 
the pelvis, but remained confined to the upper quadrant of the 
abdomen. He had to take morphine by hypodermic in every 
attack. During all of this time he never passed blood or stone, 
never had any difficulty in urination. He lost 13 pounds. 

I examined him first on January 4, 1908, and found an 
extensive urethral stricture. A 20 F. bulb stopped at two inches; 
a filiform stopped in the bulbous urethra; the prostate was lumpy; 
the right loin extremely tender and rigid, but no tumor palpable 
in it. 


The urine was full of pus, contained one-eighth per cent. of 
albumin by weight, and showed a specific gravity of 1o10. He 
went home, had another attack, lost five pounds more and re- 
turned on January 13th for operation. 

I performed perineal section with a guide under cocaine. 
The urethra being opened, a probe readily entered the membran- 
ous urethra, and upon this I cut him widely for about an inch— 
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almost to the apex of the prostate, but even at this point nothing 
larger than a grooved director would enter the urethra; I there- 
fore administered a whiff of laughing-gas and cut down the last 
band, precisely at the apex of the prostate, and inserted a perineal 
tube. 

The rest of the history, though not intimately related to the 
point in question, was extremely interesting. The perineal tube 
was left in a week, the kidney urines were then separated and a 
marked deficiency of the right side was noted both in quantity 
and quality. 

Only the left ureter could be catheterized ; the catheter stopping 
at a depth of about 1 cm. in right ureter. 

As soon as he got out of bed, his temperature rose to 104°, with 
a chill, and the lumbar pain relapsed. The kidney was therefore 
cut down upon, the pelvis found, not kinked, but greatly crumpled 
by adhesions running from the lower pole of the kidney and 
surrounding the pelvis and upper end of the ureter. These were 
freed, retrograde catheterization of the ureter performed and 
the kidney sutured in place; after which convalescence was un- 
eventful. He remained well and had gained twenty pounds when 
last seen three months after the operation. 

CasE 2. N.B. Thirty-six years of age, had been for 
eleven years under the care of Dr. Chetwood, for chronic urethritis 
and extensive urethral stricture. The patient had syphilis in 1900, 
but this proved mild in spite of the fact that he was threatened with 
delirium tremens a number of times before and since. He dodged 
treatment of his urethra as far as possible, and since an internal 
urethrotomy in 1897, after which a 31 F. sound could be made 
to enter the bladder, he had no satisfactory attempts made at 
dilatation. 

On February 17, 1908, Dr. Chetwood, being out of town, 
the patient came to me with acute retention. I introduced a 
Banks bougie, and he urinated some 500 c. c. of urine. Seven 
hours later he returned, unable to urinate, and I aspirated a like 
amount suprapubically. Eight hours later, he was still unable 
to urinate, but a small catheter (7 F.) readily entered and drew 
about 700 c. c. Ten hours later, as he was still unable to urinate, 
the psychological moment for operation seemed to have arrived. 





26 AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


Perineal section under cocaine, revealed a dense stricture in 
the bulbous urethra, extending into the membranous urethra. 
This portion of the canal would take nothing larger than a 10 
F. bougie. A whiff of ethyl chloride was administered and the 
membranous urethra divided. The prostatic portion of the 
canal seemed to be normal, and the patient’s condition so unsettled, 
that it seemed wise not to touch the very tight stricture of the 
anterior urethra. 

The perineal tube was removed in thirty-six hours, and the con- 
valescence was thereafter uneventful, all danger of delirium 
tremens disappearing as soon as the patient got out of bed. A 
week later, Dr. Chetwood opened the anterior urethra, and the 
patient’s convalescence was uneventful from this operation. 

These two cases suggest that ancient neglected strictures of 
the bulbous urethra may often involve the membranous urethra 
as well. The presence of stricture in the membranous urethra 
appears to add no danger or symptoms to that of the bulbous 
urethra. A more frequent use of local anesthesia will probably 


disclose the frequency of this condition. Its importance appears 
to be purely pathological. Not only does the free division of a 
strictured membranous urethra not cause any disturbance of 
urination or leave any subsequent incontinence of urine, but 
dense and tight stricture of that region may exist, and cause 
symptoms so slight as to concern the patient not at all,as in 
Case I. 


DISCUSSION 


Dr. Hucu H. Youns, of Baltimore. I think the anatomy of the mem- 
branous urethra has, in a way, been very much neglected in the literature. It 
is composed of two portions, the anterior, within the triangular ligament and 
surrounded by the muscular structures there, and the posterior, which lies 
between the triangular ligament and the apex of the prostate. In prosta- 
tectomies, I have noticed considerable variation in the length of that por- 
tion of the membranous urethra back of the triangular ligament, which is the 
more truly membranous portion, and in some cases may be 1 cm. or even 
1.5 cm. long. I think that back of the posterior layer of the triangular liga- 
ment, it is very rare indeed to find any stricture, but that that portion within 
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the triangular ligament is more commonly involved. I know I have seen two 
or three cases in which I thought that was the case, and I have two cases in 
mind, now, of men with old, long standing strictures and very severe chronic 
prostatitis, in which there was along the entire membranous urethra, and 
extending from the bulbous urethra into the prostatic urethra, a distinct con- 
dition of stricture, that was at least 5 cm. thick and very fibrous. Two of 
these cases were operated on by perineal prostatectomy. 

Another very common cause of stricture of the membranous urethra is 
carcinoma. I have recently seen a number of cases in which the carcinoma 
has traveled down from the prostate, and involved the membranous urethra, 
and in several cases formed a mass almost as thick as one’s thumb, so that 
in cutting down into the membranous urethra to open it for the introduction 
of the tractor, a very thick mass of carcinoma had to be traversed. In one 
or two of these cases, it was necessary to use a filiform to enter the bladder. 

This subject has been neglected in the literature, and it is very interesting 
to have it brought up at this time. 

While we are on this point of treatment of the membranous urethra, I 
wish to mention retrograde catheterization of deep-seated strictures, where 
it is impossible to get a filiform into the bladder. In those cases, as you know, 
if after careful dissection one is unable to get into the bladder, the general 
rule has been to do a suprapubic cystotomy, pass an instrument through the 
bladder into the urethra to a point of stricture, and then cut down on the 
instrument introduced in this way from behind. This I have formerly been 
forced to do, but in three or four recent cases I have carried out another pro- 
cedure, viz: Exposing the apex of the prostate and posterior portion of the 
membranous urethra behind the triangular ligament by means of an inverted 
V-incision and, after opening it, doing the retrograde from the perineum. 
It seems to me, that it is more rational than a suprapubic cystotomy, because 
it does not add an additional wound. It is very quickly done, and while it 
would seem difficult to find the membranous urethra without a guide, as a 
matter of fact, it is so generally dilated behind these strictures that it is easy. 
After a puncture of that sort, it is a very easy matter to turn the ordinary sound 
anteriorly, and to locate the point of stricture and divide it. I think that is 
far preferable to a very wide dissection of the perineum, such as may be re- 
quired in some cases of impermeable stricture of the very deep bulbous or 
anterior membranous urethra. The danger of permanent incontinence 
afterwards, after such destruction of the external sphincter, must be consid- 
ered. If we can preserve the triangular ligament and the sphincteric struc- 
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tures of the perineum, without too much destruction, I think we ought to do so. 
Go in either in front of the stricture or behind it, rather than have too much 
dissection of that immediate region. 

Dr. BRANSFORD LEwIs, of St. Louis. I think that the attention given to 
deep urethral strictures is timely. I used to accept the proposition that stric- 
tures do not occur posterior to the bulbo-membranous junction, but my own 
experience, as well as that of others in this line, has long since negatived that 
position. I have not only met with strictures of the membranous urethra 
itself, but also along the prostatic urethra, or both of them. And I think 
that the literature ought to place its stamp of definite approval on this posi- 
tion, aside from contraction of the neck of the bladder, that involves the 
deeper sphincter of the bladder. 

I recently had a case that presented to me something somewhat new, and 
an explanation of the difficulty of following the tortuous channel backward. 
The case was one in which I did an external urethrotomy without a guide, 
part of the way, and then got lost and could not follow the channel back into 
the bladder. I did a suprapubic cystotomy and retrograde catheterization, 
and then the difficulty was explained. I found that on account of the stricture, 
and the changes caused by the cicatricial elements in the perineum, there was 
distortion: and deviation of the strictured urethra for about three-quarters of 
an inch to the right of the middle line of the perineum. 

I add my thanks to Dr. Keyes for this presentation, because it is a subject 
that ought to be thoroughly recognized in the literature, as well as in our own 
private experience. 

Dr. JOHN VAN DER POEL, of New York. I do not think strictures of the 
membranous urethra are at all as uncommon as usually thought to be, especially 
in connection with chronic prostatitis. I have never seen them below ro or 
12 F., but with our ordinary examining bougis a boules, we can get well marked 
obstructions back of the bulbo-membranous junction. 

Dr. F. TILDEN Brown, of New York. I did not hear Dr. Keyes’s paper, 
but I can perhaps infer from the discussion what its points were, and I am 
very glad to have established on an authoritative basis, that such strictures do 
occur. I have met with not afew. The point brought up by Dr. Young, of 
the advantages of approaching these conditions by a generous and clear dis- 
section through the perineum, is well taken. At the same time, such a 
clean anatomical dissection at times has its limitations, as where extravasation 
and inflammatory processes have so deviated the urethra, as to make it an 
easier matter to suggest than to perform. I should like to ask Dr. Young 
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whether in making retrograde catheterization, it has not been difficult for him 
to find any instrument in his armamentarium which he can pass easily from 
the suprapubic wound on into the internal meatus, and continue its passage 
to the desired point in the urethra. My experience has been that it is easy 
enough to get the tip of the ordinary curved instruments into the internal 
meatus, but difficult to continue any such instrument on into the urethra. 
We easily find where the internal meatus is with the tip of the finger, and then 
try to follow that with the curved staff, but the straight part of the staff at once 
bucks up against the upper angle of the wound, and its advancement is limited 
by the straight shape of the shaft of the instrument. To overcome that very 
thing, I have devised a curved instrument which I should like to present. It is 
an extra long blunt staff attachment to the all-curved trocar and canula. After 
the bladder has been entered, and the blunt point of the doubly-grooved staff 
is turned forward to engage the internal meatus, it will go on into the urethra 
quite readily. Finally, a catheter may be advantageously introduced through 
the canula before its withdrawal from the suprapubic wound, in order to keep 
up more or less permanent drainage. The opening made in the bladder by 
this trocar and canula is merely a puncture, and the bladder wall, being elastic, 
contracts down firmly around the catheter, so that leakage in almost all cases 


is obviated. Leakage can be further insured against, by carrying down a 
certain amount of gauze to the bladder walls and leading it out alongside the 
catheter. 


Dr. SAMUEL ALEXANDER, of New York. I think that Dr. Keyes’s paper 
is a very good text for a generalization. It is the generally accepted opinion 
that strictures of the urethra due to gonorrhcea are in nearly all cases in the 
anterior portion of the urethra; but strictures, not traumatic, of the mem- 
branous urethra do occur. In this situation, they are secondary to stricture 
of the anterior portion of the urethra. I think if we will go over our cases, 
we shall find that strictures of the membranous urethra of gonorrhceal origin 
have been associated with stricture of long standing in the anterior portion 
of the urethra. The explanation is this: The longer the obstruction in the 
anterior urethra exists, the more danger there is of infection of the glands of 
Littré, which are so numerous in the membranous portion of the urethra. 
So that primarily we have a stricture, and above that a dilatation, followed 
by the infection of the glands of Littré, and then as a result of this peri-ureth- 
ral inflammation we have a secondary contraction of the membranous portion 
of the urethra. These strictures of the membranous urethra are always 
secondary to strictures of the anterior portion of the urethra, and are 


8 
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due to peri-urethral inflammation about the membranous urethra. 

I have never so far had to perform retrograde catheterism in a case of stric- 
ture. There is in all cases of impermeable stricture, a deviation on one side 
or the other of the membranous portion of the urethra from the perineal raphé. 
For this reason, the notch of the pubic symphysis should be taken for the 
guide to the middle line rather than the perineal raphe. When this is done 
there is less difficulty in finding the urethra without a guide. Certainly I feel 
that to open the bladder suprapubically in cases of stricture should be the 
last resort. Suprapubic cystotomy is by no means devoid of risk in these 
cases. Why it does involve more risk, I do not know, but it does; it adds 
more shock to the operation. I want to put myself on record as disapproving 
of this as a routine method in impermeable stricture, and I believe that if 
more patience was exercised, and a little more attention paid to the permanent 
anatomical landmarks, the urethra could always be found in cases of imper- 
meable stricture. 

I think that Dr. Keyes’s paper is exceedingly timely in bringing forward 
the fact that non-traumatic strictures of the membranous urethra do occur, 
and I am glad to add my own experience, and to give what I believe to be a 


reasonable cause for the occurrence of strictures, not traumatic, in that part 
of the canal. 


Dr. PEDERSEN. What Dr. Alexander said in the first part of his remarks 
has partly answered the question that I was about to ask—whether stric- 
tures of the membranous portion of the urethra have not been admitted as 
existing for some time back. Has not that been the teaching? Certainly 
that was the teaching which I received, namely, to expect strictures of the 
membranous urethra, whether primarily or secondarily, I am not able to say. 
Will Dr. Keyes in closing his discussion make clear that point? Did he not 
mean to present the cases he has reported as exaggerated cases of stricture of 
the membranous urethra? I do not believe I have ever seen cases of as ex- 
tensive stricture as Dr. Keyes has reported. They are to me both interesting 
and unique. I think we must not go on record as saying that hitherto stric- 
tures of the membranous urethra have not been recognized as existing. 

Dr. Hucx Casot, of Boston. To me Dr. Keyes’s remarks were particularly 
helpful, because the teaching that I received led me to the conclusion that 
strictures of the membranous urethra were very rare. I have seen isolated 
cases reported with a good deal of a flourish, as if it were a rare and uncom- 
mon condition and I have so regarded it until recently. 

The discussion has gone over onto treatment and the method of approach- 
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ing some of these strictures. I am glad to add a word to what Dr. Young 
said about reaching these cases from the membranous urethra. About a 
year ago, from a limited experience, I expressed the opinion that this method 
would be very difficult. Ishould now like to amend this view, for I have found 
the method very valuable in three cases where previously I should have re- 
sorted to suprapubic cystotomy, which I regard as a last resort. 

Dr. HucH H. Youne, of Baltimore. There is unquestionably a very 
great objection to the ordinary sound as an instrument for retrograde in- 
strumentation. I have found it difficult to introduce one much farther than 
the middle of the prostatic urethra on account of the faulty curve and short 
beak. I have used successfully a sound with Guyon curve. 

I should like to inquire of Dr. Brown his feeling in regard to suprapubic 
puncture of the bladder. I personally never do it except with a very small 
needle. I have seen one or two cases, where a good-sized aspirating needle 
puncture has been followed by extravasation of urine, and I am afraid of the 
trocar and canula. I know it is employed very widely, but I should like to 
know what the feeling of those present is in regard to its use, because it seems 
to me a very dangerous thing, owing to the fact that we sometimes find the 
fold of peritoneum very low down, attached almost to the posterior surface 
of the pubes, and in going in that way one would certainly go through it twice. 

As regards getting at the membranous urethra through the perineum 
without a guide, I find it very easy, owing to the dilated condition of the urethra 
behind the stricture, and when the posterior portion of the urethra cannot be 
found after careful search for a protracted period, it seems to me to be better 
surgery to expose at once the apex of the prostate, as in prostatectomy, and 
from there to perform retrograde instrumentation, rather than to make an ex- 
tensive destructive dissection of the perineum and triangular ligament in a 
blind effort to discover the urethral lumen. I have employed this method 
now in several cases with excellent results. 

Dr. SAMUEL ALEXANDER, of New York. Dr. Young has evidently mis- 
understood me. I do not think there is any more dissection of the perineum 
in reaching the membranous urethra than there is in exposing the bulb of 
the urethra. The rest of it is done simply with the finger, by feeling behind 
the bulb for the notch between the pubic bones, and then, having located 
that, and keeping its position in mind, the finger is introduced into the rec- 
tum until it touches the apex of the prostate, and then a bold incision is made 
as in the old Cock’s operation. In a number of dissections which we made, it 
was found that this notch was an absolutely fixed landmark for the membra- 
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nous urethra. It is really a Cock’s puncture, with the middle line located by 
the notch between the pubes, and it does not involve great dissection of the 
perineum. 

Dr. F. TILDEN Brown, of New York. In regard to this particular in- 
strument, I would say that it is the second one made, and just finished, with 
this additional longitudinal groove. I was aware of the maker’s faulty arti- 
sanship, and prepared for the criticism. But lately, on watching my partner, 
Doctor Osgood, use the first made instrument, I could see that if the long 
curved staff had had this double groove on concavity and convexity, he would 
have been much helped in making a necessary incision. I never make trocar 
puncture of the bladder until the wall of this viscus has been exposed by dis- 
section. Puncturing the bladder, without such preliminary approach, is 
unquestionably open to criticism as a routine procedure. There are cases, 
however, coming into all hospitals, with over-distended bladders, with extra- 
vasation, or with impassable strictures, or lacerated urethrae, where the con- 
ditions are sufficiently urgent to demand that some immediate, even if tem- 
porizing, assistance be rendered. In such cases, when a puncture is made, 
and the trocar withdrawn, it is just as well to take advantage of the oppor- 
tune presence of the canula to insert a staff through it, and forward into the 
posturethra to cut quicklydown upon. Ido not think I have used this instru- 
ment more than twice before a day clinic, but it has been used fairly often 
in these emergency cases, late at night, to tide over a crisis. 

Dr. JOHN VAN DER PoEL, of New York. I agree with Dr. Young as re- 
gards the Guyon curve. I have used it in several cases and found it to act 
very well. I have had added to it a groove on the lower surface, so it could 

. be used as a guide in external urethrotomy when necessary. In fact, I had 
a whole series of these sounds made for cases that would not permit of oper- 
ation, and where, on account of resiliency and toughness, it was at each sit- 
ting necessary to re-commence dilatation with the filiform, the stricture having 
contracted back to its original condition. 

With this series of Beniqué tunneled sounds, I dilated at the first sitting 
to 12, 14, or even 18, when with the ordinary tunneled sounds I have been 
unable to make but little, if any, progress beyond 6 or 8. 

Dr. FRANcIS R. HAGNER, of Washington, D. C. I want to speak of one 
point; that is, with reference to the remarks of Dr. Young, in which he de- 
scribed his method of going in behind the membranous urethra. I have done 
that in three cases, and gotten in all right, but in a fourth case I could not 
get in at all. That man had a severe chronic prostatitis. I made an incision 
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and tried my best to find the prostatic urethra. There was a marked dif- 
ference in the two sides of the prostate, and I finally had to do a suprapubic 
cystotomy and a retrograde catheterization from above, and found when my 
finger went in the prostate urethra that one side of the prostate was consider- 
ably larger than the other, and the urethra was so deviated that I was cutting 
away to one side of it. I think that fact should be borne in mind in these 
cases. 

Dr. Keyes, in closing. Of course, I am entirely in accord with all that 
has been said. Mild stricture of the membranous urethra probably occurs 
| very frequently. One often gets jumps with the bulbous bougie that suggest 
thickening there. As far as I know, until hearing Dr. Young’s remarks, the 
only case reported that has been submitted to proof was that of Bazy. My 
teaching was that strictures of the membranous urethra were solely traumatic, 
and not gonorrheeal. 


COMMON ERRORS IN THE TREATMENT OF THE 
URETHRA AND BLADDER 


By JAMES PEDERSEN, M. D., of New York 


NE has only to open his current history file to find illustrations 
of what I have termed briefly: ‘Cases of Overtreatment.” 
As conveying a better definition, as well as a limitation, 
permit me to make the final title of my paper: ‘Common Errors 
in the Treatment of the Urethra and Bladder.” Whatever the 
appropriate title, the fact obtains that, excluding errors of judg- 
ment, errors in diagnosis and the accidents of normal instrumen- 
tation, there remains a high percentage of urethral and bladder 
cases which have been over-treated, or erroneously treated by a 
conscientious physician who, all unwittingly, has thus fallen short 
of the attainable. This may happen by reason of a failure to 
appreciate certain general conditions that influence the local; 
by reason of over zealous treatment in the anxiety to get the patient 
well quickly; through lack of special knowledge or training, and, 
finally, through want of skill in instrumentation. Self-confidence 
is a virtue; self-overconfidence sometimes a vice. 
The urethra and bladder seem especially exposed to errors 
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in treatment, apparently because many of the symptoms they give 
rise to, perhaps some of the diseases they are exposed to, are 
not taken seriously by the general practitioner. Illustrations 
multiply as one goes back through his files. The few here brought | 
together are random examples of cases seen in consultation or 
referred for treatment. It is admitted that they present only 
familiar features to this audience; they are offered solely as a 
reminder that it is required of all who practice genito-urinary 
surgery, to instruct and perhaps to caution those who are less 
well prepared to deal with the problems presented by many of 
the urethral and bladder lesions and conditions that come under 
their care. 

The use of the sound indiscriminately and with violence, 
for the purpose of dilating a stricture or making an explora- 
tion, is a common error. Often, it is over-treatment in the sense 
of meddlesome treatment—to put it mildly. Every now and 
then the suspicion is aroused, that the sound was used because 
something had to be done to impress the patient, in the absence 
of any indication for treatment recognizable by the physician. 
Possibly he failed equally to recognize the contra-indications to 
instrumentation. Under some circumstances it might be unjust 
to him not to say that he recognized, but spurned the contra- 
indications. 

A young man, accustomed to moderate coitus with his mis- 
tress, on a certain day noticed a slight discharge from his urethra. 
He consulted his physician who promptly pronounced it “no 
infection” and simultaneously passed a full sized sound. This 
gave the patient considerable pain and produced some bleed- 
ing. ‘The following day he had a chill and rise of temperature, 
and there developed an increasing frequency of urination with a 
progressive sense of obstruction. A few days thereafter he had 
to take to his bed. Twenty days after the unwarranted in- 
strumentation, complete retention occurred, and for one week 
he was catheterized once daily. The urine is described as having 
contained blood and pus. He now came under my observation. 
A soft rubber catheter passed without difficulty, and drew 24 oz. 
of chocolate colored urine from the over-distended, atonic bladder. 
Forty-eight hours later, the prostatic abscess was evacuated’ 
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through a perineal incision. After one more catheterization, 
nine hours after the operation, he began to urinate spontaneously. 
From this on, his recovery was rapid and uneventful. 

In this case the physician apparently failed to recognize the 
cardinal rule, that instrumentation of the urethra should not be 
performed in the presence of a urethral discharge, unless the 
discharge have a history of chronicity, and only then if the patient 
declare no recent illicit coitus. To this rule there are, I believe, 
only two exceptions: retention of urine, and extremely severe 
acute posterior urethritis, not yielding to palliative measures. 
A criticism may furthermore be entered against the use of so 
large a sound and with such evident violence. It is not known 
whether the sound was passed to explore for strictures or to 
dilate any that might exist, therefore the question whether or 
not a further error was made in choosing a sound, instead of a 
bougie a boule, cannot be discussed. 

* In another case, that of a middle aged man, a sound had been 
passed and bladder irrigations by catheter given because he com- 
plained of painless frequency of urination. After the second 
irrigation, the patient began to complain of still greater frequency, 
and of slight pain referred to the bladder neck throughout each 
urination. To relieve this pain he had been directed to drink 
large quantities of water. During the evening before he consulted 
me he had drunk a quart; during that night he had risen to urinate 
ten times, once every hour, to void about 6 oz. each time. 

An analysis of his history readily disclosed the fact that the 
patient was neurotic and came of a neurotic family; that his 
original frequency dated back thirty years, to the days of his 
youth, and was due to a polyuria of neurotic origin, and that his 
present frequency was partly that of volume, and partly that of 
irritation. Subsequent developments under the sedative treat- 
ment instituted have proven the deductions to be correct. The 
errors in this case were the omission to get a detailed history of 
the patient, and to note the absence of any indication for bladder 
irrigation. 

Overfrequent instrumentation, chiefly with the sound, in the 
treatment of urethritis, is perhaps the next most common error. 
A case in point is that of a young man who gave a history of three 
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attacks of urethritis. The first ran a mild course of seven weeks. 
The second (six years later) ran a course of nine months under 
irrigations of potassium permanganate and silver nitrate, supple- 
mented by sound 32 F for “a slight stricture.” The third 
(again six years later) was treated for eleven months with a va- 
riety of internal medication. Thereafter, for six weeks before 
he came under my observation, sounds from 30 F to 36 F were 
passed ‘‘every few days.” 

In addition to two strictured zones and the characteristic 
endoscopic picture of a chronically inflamed urethra, he presented 
a chronic prostatitis and right seminal vesiculitis. A moderated 
treatment of the urethra, plus massage of the prostate and affected 
seminal vesicle, cleared up the condition in seven weeks. Not 
only had there been overtreatment of the urethra, but also neglect 
of the prostatitis and vesiculitis. 

Somewhat in line with the foregoing case, at the same time 
furnishing an introduction to a class that is to follow, is that of 
an anemic, poorly nourished man, thirty years old, whose ante- 
cedent history is significantly marked by two operations, eight 
years apart, for osteomyelitis. His previous venereal history 
includes a great deal of intentional, ungratified sexual excitement 
and one attack of urethritis of short duration, one year before. 
The urethritis of which he complained at the time he came in 
consultation had been in existence three months. His symptoms 
were: a scanty urethral discharge, some frequency—day and 
night—marked urgency, pain in and tenderness of certain joints 
and bones; loss of appetite and general absence of well-being. 
Early in the course of the urethritis he had been treated with in- 
travesical irrigations for three weeks; then sounds were passed 
every third day, a stricture having been discovered. No progress 
toward recovery having resulted, he became so discouraged and 
run down that he abandoned all treatment and went away for 
three weeks. He returned greatly improved in every particular. 
With only the stricture in mind, totally neglecting the several 
cautionary signals displayed in his history, dilatation had been 
then resumed and was continued more frequently than before, 
i. e. every other day! A sharp exacerbation resulted. 

Under the treatment advised, an improvement set in with 
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gratifying promptness. I learned recently that he continues to 
do well, both locally and generally. 

The following case may illustrate not only the ease and fre- 
quency with which the general condition of the patient is over- 
looked, if not neglected, but also it may illustrate the futility of 
irrigations as a routine measure and the traumatism they are 
capable of effecting even in experienced hands. 

The patient was a spare, poorly nourished, anemic man. 
Both sides of his neck bore the legible scars of extensive opera- 
tions. With evident conviction and without qualification, he stated 
that he had had a great deal of sickness in his life. Certainly 
his looks did not belie him. He had every appearance of a man 
requiring supporting treatment. During the first four days of 
his urethritis, he had allowed the disease to take its course and 
was fairly comfortable. He then consulted a well-known advo- 
cate of the so-called irrigation treatment, who promptly instituted 
urethral irrigations, and, two days thereafter, essayed an intra- 
vesical irrigation. It was not very successful, this physician said. 
The reason given was the fact that the patient was ‘“‘very sore 
and sensitive and not used to it.”” This was pre-eminently so; 
it was the patient’s first urethritis. That evening the patient had 
terminal bleeding and developed noticeable frequency. The 
second intravesical irrigation was undertaken the following day 
with the same consequences and results. Then they were aban- 
doned in favor of simple anterior irrigations, and the “purple 
colored” solution was replaced by a “brown one”. He presented 
a profuse, dark-yellow discharge, marked inflammatory swelling 
of the urethra, and considerable engorgement of the whole penis. 
There were slight frequency, urgency and tenesmus. Under 
treatment that made general measures as important as the local 
means, the gross inflammatory signs had entirely disappeared 
before the eleventh day; the discharge had almost ceased—was 
sometimes absent altogether; his rest was broken by only one 
nocturnal urination; his diurnal frequency was normal, and only 
a small number of gonococci could be found in the scanty smears. 
His appetite and general well-being had returned to him several 
days prior. He had not lost a day from his office. 

A second illustration in the same class is furnished by a 
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hearty, vigorous, well-nourished man, physically the direct 
opposite of the patient in the preceding case. Comparison is 
further favored by the fact that both infections were virulently 
specific. His treatment had been begun with a potassium per- 
manganate irrigation of the anterior urethra, three times daily. 
No improvement resulting, a change had been made to a 1-6,000 
solution of mercuric iodide. This scalded intensely, and at 
once frequency, urgency and severe tenesmus developed with 
feebleness of the stream and terminal bleeding. ‘The symptoms 
had almost reached those of strangury. Thereupon the potas- 
sium permanganate irrigation had been resumed and hand in- 
jections of weak solutions of argyrol added. The prostatitis 
culminated in an abscess. It had already ruptured into the 
urethra when he came under my observation, eight weeks after 
the onset of his symptoms. 

Notwithstanding his history of a previous, severe and probably 
specific urethritis with sharp involvement of the posterior urethra, 
and his inability to take any rest during the present attack, as 
also during the preceding one, it is fair to assume that potent 
but less violent local treatment with a hand injection of argyrol, 
for example, would have saved him a great deal of valuable 
time, and an amount of suffering that is unpleasant to contemplate. 
As it is, his course toward recovery has been slow though pro- 
gressive. 

The instillation of a strong silver nitrate solution is a not 
uncommon error. A young man had apparently recovered 
from a second attack of urethritis of six months’ duration. Five 
months later he developed frequency of urination, undoubtedly 
in consequence of the effect of his beer drinking, and excessive 
use of tobacco and coffee on a chronically inflamed urethra. 
Probably his physical and mental fatigue were contributing 
causes. After the frequency had persisted for about one month, 
he noticed a redness around the meatus. Soon thereafter, a 
urethral discharge appeared and gradually increased until, at 
the end of a week, it was profuse and greenish-yellow. By the 
end of another week he was having very frequent and painful 
erections. When giving me this history he voluntarily summed 
up his condition as it was then, by calling it a worse attack than 
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the one of six months duration from which he had recovered, as 
he thought, five months before. Overlooking the patient’s 
faulty mode of life, his family physician had sought to cure the 
urethritis by irrigations alone. The discharge, being a secondary 
one, so to speak, was promptly checked by the effect of the daily 
irrigations on the inflamed mucous membrane; but they failed 
to clear up the mucoid morning drop, though continued daily 
for two months. Apparently in his zeal to cure his patient, the 
physician then instilled into the urethra a 10% solution of silver 
nitrate. The immediate effect need not be described. When 
brought to me in consultation four days later, the discharge was 
again moderate, thin and purulent, and free from gonococci; 
the inflammatory signs were conspicuous, and both urines were 
almost equally cloudy. 

The case of an elderly prostatic patient I was called to see, 
illustrates still another common error, and also one similar to 
the foregoing. ‘To relieve his first complete retention, the phy- 
sician had properly passed a catheter, but had suddenly drawn 
off the total quantity contained in the over-distended bladder, 
without injecting a compensating volume of fluid. Finding 
that the supervening cystitis was not being alleviated by a daily 
lavage, he finally injected into the bladder a solution of silver 
nitrate, gr. 2-0z. 1. This excited so much tenesmus that cathe- 
terism was withheld. The bladder soon became over-distended 
again and added the pain of its expulsive efforts to the sharp 
irritation of the silver nitrate solution. 

Examination showed an enlarged prostate, now greatly 
swollen by congestion, and an over-distended, tender bladder. 
The urine was hemorrhagic. A greatly moderated line of treat- 
ment on a systematic plan was advised. On subsequent inquiry 
I learned that three days later the patient was out, driving about 
in his carriage as formerly. 

The experience of the patient in this, the concluding case of 
my paper, exhibits both overtreatment and uncertainty in treat- 
ment. It suggests the necessity for a better comprehension by 
the profession at large, of the histology and pathology of the 
urethra. 

A middle-aged man, decidedly neurasthenic from protract- 
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ed business cares, developed a slight urethral discharge soon 
after he had begun coitus with a mistress. The discharge, 
scanty at first, had gradually increased. No effort had been 
made toward stopping his sexual indulgence, which had now 
become excessive, nor toward modifying his mode of life in any 
way. At the outset, no gonococci were discovered. Three 
months later, with the more abundant discharge, gonococci were 
reported. 

He came under observation six months after the development 
of the discharge. The treatment given him during that time 
includes methyl blue, salol and sodium bicarbonate; ten injections 
of argyrol; irrigations of bichloride in strength from 1-6,000 up 
to 1-4,000; irrigations of potassium permanganate 1-4,000; instilla- 
tions of silver nitrate 1-20 (5%); irrigations of protargol from 
I-500 up to 1-200, and, finally, an injection of resorcin 4%. Some 
‘of these means were used conjointly, notably the 5% instillation 
of silver nitrate followed by the 1-500 protargol irrigation and 
that by the 4% resorcin injection. The combination in use 
when he came under observation was: a daily irrigation with a 
I-4,000 potassium permanganate solution, followed by the 4% 
resorcin injection. It is interesting to note that, under this 
comparatively simple combination, the first appreciable im- 
provement in his symptoms took place. Aside from stopping 
his alcoholics as soon as the gonococci had been reported, no 
general treatment had been given. He had continued his sexual 
excess and his very liberal use of tobacco. 

It is scarcely necessary to add that, after two weeks of abso- 
lute sexual rest, and the use of a very mild hand injection at 
lengthening intervals, he was able to write: ‘‘No drop of pus 
has appeared, and really no true drop of mucus-like fluid.” 

The “common errors in the treatment of the urethra and 
bladder” may be classed under two heads: errors of omission and 
errors of commission. Under errors of omission may be grouped: 
neglect of a prostatitis or seminal vesiculitis or both; neglect of 
the patient’s general condition; failure to insist upon sexual 
hygiene; failure to regulate his habits as to alcoholics, tobacco 
and coffee; inattention to the dietary and the quantity of water 
drunk. 
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Under errors of commission may be placed: the use of the 
sound in the face of contra-indications; overfrequent dilatation 
and over-dilatation; the unscientific use of urethral irrigations in 
general; in particular the use of intra-vesical irrigations before 
the chronic stage of a urethritis; the use of strong, i. e. caustic 
injections and instillations; the sudden emptying of a chronically 
over-distended bladder; the administration of methyl blue, except 
as a placebo; and, finally, the use of undistilled water in making 
up a solution of silver nitrate. 

I am confident that what has been, or may be said, will not 
be construed into an unqualified criticism. ‘To criticize was 
farthest from the intention of this paper. No one being infalli- 
ble, no one should criticize; but, failures and successes being 
equally our teachers, noharm can result from pointing out the every- 
day errors of failures now and again in the hope that they may be 
more and more frequently avoided. The pithy epigram “positive 
anything is better than negative nothing” does not apply in 
genito-urinary surgery. At least sometimes ‘“‘it is better to do 
nothing than to do the wrong thing.” 


CONGENITAL ABNORMALITIES OF THE PENIS AND 
THEIR INFLUENCE UPON THE ACQUISITION 
AND COURSE OF GONORRHGA 


By E. Woop Rucctes, A.M., M.D., of Rochester, N. Y. 


HE penis, more than any other organ, member or feature of 
the human body, is subject to the most various changes in de- 
velopment and in appearance. Its size may vary from less 
than nothing, being merely an invagination of the skin, to an enor- 
mous member of formidable dimensions. The prepuce may be 
altogether absent or reach a development entirely out of propor- 
tion to the size of the organ itself, and the opening thereof may be 
contracted to the calibre of a fine needle, or it may even be imper- 
forate. 
The meatus may be located at any point in a median line, ex- 
tending from the peno-scrotal junction on the lower surface, 
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along the raphé and frenum to the apex of the glans, and from 
this point along the dorsum to the pubes, while its size varies from 
a pin hole or complete absence to a slit occupying the major 
portion of the glans. It may also be double or triple. 

a The urethra also manifests the most amazing complexity of 
form and branching in various subjects. 

Stranger still are the variations of development in so-called 
hermaphroditism, in which the outlines of the penis recede, as 
seen in a series of cases, losing more and more their distinctive 
character, until the walls of a hypospadiac urethra come to cor- 
respond to the labia majora and the rudimentary penis to a cli- 
toris, and an almost perfect imitation of the external female 
genitals is produced. Certainly the penis is the most versatile 
member of the human anatomy in its variations from the regular 
type. 
The first of these abnormalities which I shall consider, and the 
most simple and frequent is the contracted meatus. The normal 
meatus, in an average sized penis, has a length of about three 
eighths of an inch and should let pass a number 30 Fr. sound 
with ease. There are, however, many meatuses, which are ap- 
parently contracted, i. e. their length is a third or over less than 
that above stated, which in reality are not functionally contracted, 
since they permit the passage of a large stream of urine without 
effort and admit a 30 Fr. sound easily. 

At the other extreme is the “‘pin-hole”’ meatus, sometimes not 
larger than a fine needle. Such a meatus has in gonorrhoea a 
similar effect to that of an insufficient opening of an abscess. 
The secretion is dammed up and while the apparent discharge 
may be slight, there is an unusual amount of pus within the 
urethra and the gonococci are very much more likely to penetrate 
the mucous membrane deeply, to enter the urethral follicles and 
to migrate to the posferior urethra and to the prostate and seminal 
vesicles. Of course such a case may recover promptly, but this 
is due to the greater resistance of the tissues, which, in my opinion, 
is not caused by their more perfect vitality, such as furnishes 
protection against infection by the tubercle bacillus in the lungs, 
but by their anatomic structure, the mucous membrane being 
less permeable and the mouths of the follicles and the ejaculatory 
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Fic. 1.—Illustrating a case of triple urethra; a and b, supernumer- 
ary urethrae; c, normal urethra. 


Fic. 2.—Illustrating Case “ G. T. C.”’; the two dots alongside the 
meatus represent the follicular openings. 
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and prostatic ducts smaller, or at least less pervious for the germs, 
than in the severer cases. That such an idiosyncrasy exists in 
these cases is demonstrated by the fact, that patients who suffer 
from severe or obstinate complications, or from gonorrhceal rheu- 
matism during their first attack of gonorrhoea, generally are af- 
fected by the same complications at subsequent attacks. 

It is my custom, in a case of either acute or chronic gonorrhcea, 
to enlarge such a meatus at once, if the individual will consent, 
although I have sometimes lost a patient by the suggestion. 

Now as to the moderately contracted meatus. If the course 
of the disease is favorable, especially if it remains confined to the 
anterior urethra, I let it alone. In a good many cases of long 
standing, however, some instrumentation is necessary to a cure, 
in my practice at least, and a meatus which cannot be dilated 
above 25 Fr. will not admit an instrument large enough to be 
effective. 

As to the relative frequency of contracted meatus I have no 
data, not, up to this time, having made or seen any notes upon 
the subject. One thing is certain, however, that circumcision, 
in some manner, causes this condition, for the majority of He- 
brews present it, to a greater or less degree. 

Dr. E. S. Talbut published, (Jilinois Medical Bulletin of 
Chicago, 1903-4, Vol. IV) an article entitled ‘Inheritance of 
Circumcision Effects.” In it he gives statistics obtained from 
three of the leading rabbis of Chicago. One of them who had 
circumcised 3400 boys found the prepuce absent in about 3% 
of the cases. Another, who had performed circumcision 10,000 
times found the prepuce lacking in 500 cases, partially developed 
in 300 cases, slightly developed in 2000 cases. The third had 
performed 4400 circumcisions and found the foreskin absent in 
15 cases, partly wanting | in 200 and only slightly developed in 
2200 cases, i.e. over 50% 0. of abnormal development. Absence 
of the prepuce does occur in Gentile infants, but so rarely that I 
doubt if any one in the room has observed it. 

In view of the above facts as to the hereditary transmission 
of an acquired mutilation, technically speaking (personally I 
am in favor of circumcising all infants whose prepuce covers 
the glans), it is evident that other parts of the male organ may 
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also be influenced and a tendency tocontracted meatus be trans- 
mitted. I formerly attributed it to injury of the meatus by 
cutting too near the glans, but the proportion of cases is too large 
to be in accord with this theory. 

The contracted meatus (which, however, is often very dilata- 
ble) and, as a rule, narrowed urethra, which accompany hypo- 
spadias, are also obstacles to rapid recovery from gonorrhcea, 
especially in cases where instrumentation becomes advisable. 

A long prepuce with a narrow opening may act in the same 
manner as a contracted meatus in prolonging a case of gonorrhcea, 
and I have seen a few such cases in which circumcision was 
necessary before a cure could be effected. 

Another abnormality of the urethra which occasionally affects 
the prognosis of a gonorrhoea, is the presence of what are termed 
accessory or paraurethral canals. The Germans call them “ para- 
urethrale gange,”” and the French “‘canaux accessoires.”’ ‘The ear 
liest mention of this condition was made by Andrew Vesalius in 
1543. In his work “De Humani Corporis Fabrica,” he speaks 
of a law student who had two openings in the glans penis, one 
of which ejected semen and the other urine. The old surgeon 
Guilelmus Fabricius Hildanus writes, in the year 1600, of a 
twelve-year-old boy whom Nature had provided with two urethra 
through both of which he passed urine without difficulty. ° They 
were situated at the usual locality, one above the other and sepa 
rated by a thin membrane, the lower being somewhat deflected 
so that the stream was directed downward. Similar cases have 
been occasionally reported since, but only in 1885 did Oedmansson 
of Stockholm call attention to their importance as regards gon- 
orrhoea. He speaks of an “urethritis externa” in which thes 
passages are inflamed without any urethral infection. Before 
this time, in the ‘Anatomical Nomenclature” published at 
Basel, there had been mentioned, as occurring in women, the 
“ductus paraurethrales”’, consisting of the openings of very 
narrow canals existing at the side of or posterior to the femal 
meatus urinarius, and communicating with microscopic urethra 
glands. ‘These are said to be often seats of gonorrhceal infection, 
sometimes independently of the urethra. 

Jadassohn, in his article ‘Uber die Gonorrhoe der Paraurt: 
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thrale Gange und Preputialen Drusengange” (Deutsche medi- 
cinische Wochenschrift, 1890, numbers 25 and 26) makes the 
first classification of these passages. His first class includes 
the preputial canals opening on the prepuce or at either side of 
the frenum, which he regards as displaced Tyson glands or 
crypts, i. e. gland-like invaginations of the epidermis. 

The second class includes the minute canals opening close to 
the meatus, or on the mucous membrane just within the urethra. 
He considers it possible, that these in reality consist only of ab- 
normally placed openings of some of the Littré glands. 

The third class consists of canals on the under surface of the 
| penis, near or crossing the raphe. 

He mentions a fourth group of canals upon the dorsum of the 
penis, but has observed no cases of this variety. 

Strictly speaking, the term paraurethral canals, as Stieda 
(Archiv fiir clinische Chirurgie, 1905, vol. LXXVII, page 119) 
points out, should be applied only to the second class of cases. 
For the third class he suggests the term “ductus cutanei penis.” 

The most common form of these canals is the so-called 
“double urethra.”” The title is a misnomer, according to Le 
Fort, who has published a report (Guyon’s Annales, 1896, XIV, 
624, 792, g12 and 1095) on the various fistule of the penis, and 
who maintains that this double urethra is not a second urethra at 
all, but a pouch with a blind ending, generally a continuation of 
the lacuna magna to the meatus. 

In spite of Le Fort’s dictum, however, there are in medical 
literature, three authentic cases of true double urethra, in which 
there existed two separate canals leading from the bladder to 
independent meatuses upon the penis, the upper canal in each 
case terminating in an epispadiac opening on the dorsum. 

Pribram reports one case (Ein Fall von angeborener Penis- 
fistel, Prager medicinische Wochenschrift, 1867, No. IV, page 
44). There was a moderate epispadias, the normal urethra 
opening upon the dorsum of the glans one-eighth of an inch be- 
hind the tip. At the border of the pubic hair, exactly in the 
middle line of the dorsum, was a second funnel shaped opening, 
admitting a No. 28’ Fr. sound, and easily dilatable to twice that 
size. The canal was one and two fifths inches deep, ending 
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apparently in a blind pouch where the two corpora cavernosa 
unite. The patient died later and at the autopsy it was found 
that a similar blind pouch emerged from the bladder above the 
vesical end of the urethra, and almost joined the, external one, 
the two being united by a short fibrous cord under the pubic 
bone where the canal had been obliterated. In this case, two 
urethre had evidently existed primarily, the upper one being 
later occluded for a certain distance. 

Meissels (Ueber Doppelbildung der mannlichen Harnrohre, 
Wiener medicinische Wochenschrift, 1893) mentions a man 
twenty-seven years old, who had since childhood an opening on 
the dorsum of the penis, two fifths of an inch behind the glans. 
At ejaculation there was an outpour of fluid from both openings. 
Urination occurred promptly from the normal urethra, but there 
was a feeling as if it were trying to pass by the other also. A 
No. 15’ Fr. sound could be passed to the distance of five inches. 
On injecting permanganate solution in the abnormal opening, 
most of it could be passed by urination through the normal 
urethra. No opening of this passage into the normal urethra 
could be found with an urethroscope. 

Stockmann (Monatsberichte ueber die Krankheiten des 
Harn-und Sexual-Apparates, 1897, Nos. 7 and 8) relates an 
interesting case concerning the double urethra as to the existence 
of which there cannot be the slightest doubt. The young man, 
twenty-four years old, had had chronic gonorrhoea for four 
months. On retracting the foreskin there was exposed a deep 
furrow, covered with mucous membrane, extending from the 
meatus along the dorsum of the glans and pendulous portion, 
nearly to the pubes. At the anterior extremity was the orifice 
of the normal urethra about in its usual position, but lying con- 
cealed at the bottom of the furrow. At its posterior extremity 
a fold of the prepuce bridged over the furrow, forming a funnel 
shaped opening through which a No. to’ Fr. catheter could be 
passed into the bladder without difficulty, and a free flow of urine 
followed. An 18’ catheter was then passed through the normal 
urethra, when urine flowed freely from both catheters. On 
ordinary micturition the urine began to flow first from the upper 
opening, and a few seconds later came from the normal urethra. 
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During coitus no semen appeared at the time of the orgasm, 
but somewhat later flowed from both orifices. 

On urethroscopy no opening connecting the two urethre 
could be seen, nor could a catheter lying in the upper urethra, 
but, on cystoscopy through the normal urethra, a catheter passed 
through the upper urethra could be seen projecting into the 
bladder. 

The cause of all these anomalies is gone into thoroughly by 
Stieda, Rona and others in studies on the development of the 
foetus, but it would take up too much space to enter upon the 
subject here. 

A very few cases of triple urethra have been mentioned. 
Luxardo, (L’Union medicale, No. 54, 1883, page 663) describes 
a case of gonorrhoea in which there were three openings at the 
site of the meatus, one of which gave exit to semen but not to 
urine. Of course this could not be termed a true urethra. The 
two lower passages appeared to communicate, and both had 
gonorrhcea. 

Dr. E. B. Ward writes to the New York Medical Record, 
Sept. 1, 1883, as follows, regarding a similar case of his own. 

‘““A young gentleman called at my office for treatment, and 
on examination I found that the same anomaly occurred in this 
case (as above),i.e. the meatus presented three distinct openings. 
Nor was this anomaly confined to him, but his two other brothers 
presented the same rare specimen of malformation.” 

Not infrequently do we find blind canals of varying depth 
emptying within the urethra, at any point between the external 
sphincter and the meatus. Rarely or never are such canals found 
in the posterior urethra, as the glands of its mucous membrane 
are fewer and less developed. We occasionally meet a case, in 
which the cause of the persistent or relapsing character of a gonor- 
thoea is cleared up by the use of the urethroscope. We find a 
blind canal of greater or less depth, which presents pus containing 
gonococci at its opening, especially on being stripped by the finger 
from without, while the remainder of the urethra is nearly normal. 
If such a sinus is a quarter of an inch or more in depth, it should 
be slit open with a narrow probe-pointed knife, the urethroscope 
being inserted so that the opening of the sinus lies just beyond 
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its distal extremity. Even after this is done, the infection may 
persist in the portion of the canal which cannot be divided, owing 
to the probe point of the instrument. In such a case as well as 
in canals less than one-fourth inch in depth, a cure may be effected 
through adhesive inflammation, set up by the introduction into 
the sinus, by means of the urethroscope, of a fine silver or copper 
wire upon which lunar caustic has been fused. This is easily 
accomplished by holding a piece of the caustic near to an alcohol 
flame until it softens, and then drawing the extremity of the wire 
through it. 

In German medical literature, one reads of a great many cases 
of relapsing gonorrhcea, in which the patient after being apparent- 
ly cured, develops a re-infection, although denying any possible 
exposure, and in which the gonococci are found in one of these 
minute pouches, whether at the meatus or within the urethra. 
Their calibre may vary from the size of a fine cambric needle to 
that of a knitting needle, and larger. 

These paraurethral passages also exert a certain influence 
upon the acquisition of gonorrhoea. As is well known, inter- 
course with a gonorrhoeal woman, even when in the florid stage, 
is not certain to transmit the disease. I have known of numerous 
instances where two individuals performed coitus with the same 
woman in succession, and only one was infected with gonorrhcea. 
As a rule it is the first offender who becomes the victim, he seem- 
ing to absorb or mechanically remove all the discharge, but this 
is by no means always the case and I had one patient who was 
the last of three; yet he acquired the disease while the others re- 
mained free. The two former took the precaution to urinate 
directly afterward, thus probably washing away whatever pus 
had entered the meatus, which the third had neglected to do. 

In the presence of a paraurethral passage, some of the virus 
may lodge therein, while the urethra itself is not primarily infected, 
owing to the cleansing effects of micturition. Some of the cases 
of apparently excessively long incubation have proved to be due 
to this cause, the infected follicle having caused no noticeable 
symptoms, until the urethra itself was invaded by an overflow of 
germ-containing pus therefrom. 

I have seen quite a number of cases in my own practice (how 
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many it is impossible to state, as all my records were destroyed by 
fire in 1904) of so-called double urethra and a very interesting 
case of triple urethra. I have been able to find but four such 
cases on record, those of Luxardo and Ward. 

The patient, F. A., twenty-six years old, unmarried, was of 
good heredity and general health. He had suffered from one 
attack of gonorrhoea, four years previously, which lasted two 
months. Six weeks before he consulted me (Feb. 23, 1905) he 
had acquired gonorrhoea. The acute symptoms had lasted but 
two weeks. Since that time he had had a slight, moderately 
thick, yellowish discharge on rising, but very little during the day. 
He had no pain on urinating, but some frequency, during the day 
time only. He complained of pain in his loins and across the 
abdomen. He presented a moderate hypospadias, the urethra 
being only one-sixteenth inch from the lower edge of the glans, 
and of very small calibre as are all such urethre. Above this, 
separated bya thin layer of tissue was a second passage, one and 
one-fourth inches in depth, and above this, a third canal one-half 
inch in depth, both having about the calibre of a darning needle. 

There was a slight muco-purulent discharge containing pus, 
a few epithelial cells and a moderate number of gonococci. The 
first glass of urine was cloudy and contained pus-shreds, the second 
glass was cloudy. The treatment consisted of the injection of a 
5% solution of argyrol in the anterior urethra, which he was in- 
structed to continue three times daily at home, and instillations 
of 10% argyrol in the posterior urethra, which I made every other 
day. 

On March 2d, he no longer had any discharge even on milking 
the urethra, but both portions of urine were still cloudy. 

I did not see the patient again till April 22d, he having con- 
tinued the injections of argyrol for three or four weeks after his 
last visit. At this date there was a very slight mucous discharge 
from the urethra on expression, containing principally epithelial 
cells, very little pus and no gonococci. The first glass of urine 
was clear and contained a few small, floating shreds. The 
second glass was clear. The middle urethra was normal, but the 
superior contained a small amount of pus, with a few epithelial 
cells and a moderate number of intra-cellular gonococci. This 
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passage was then treated with a 10% solution of silver nitrate, 
by means of a blunt-pointed hypodermic needle, and the case 
progressed favorably. 

On October 3d, he returned for a final examination, when 
there was no discharge from the urethra proper. The first 
glass of urine was clear and contained one shred, consisting prin- 
cipally of epithelium with a few pus cells; second glass clear. 
In the upper urethra there was a very little moisture, containing 
mostly epithelium with some pus cells and what are termed 
secondary bacteria, but no gonococci. Had not this persistent 
gonorrhoeal infection of the supernumerary urethra been dis- 
covered and cured, this patient would have gone on re-infecting 
himself indefinitely as often as the true urethra was healed. 

A second very interesting case is that of J. H., twenty-four 
years old, when first seen in 1899. At that time he had a very 
severe paraphymosis, which his physician had not tried to re- 
place, following a gonorrhcea of five days’ duration. The ure- 
thritis proved obstinate, until I discovered a paraurethral canal 
within the meatus at one-eighth inch distance. On slitting this 
open to a depth of three-eighths of an inch, apparently to the 
bottom, the gonorrhoea healed promptly, leaving however a 
slight catarrhal urethritis which lasted several months, until 
he was treated for a chronic seminal vesiculitis, when the dis- 
charge entirely disappeared and the urine became perfectly 
clear with a very few minute shreds. His potency, which had 
become almost nil, was regained and he had good morning erec- 
tions. 

On October 27, 1906, twelve days after coitus, this patient 
came to me with a slight discharge, containing pus and gonococci. 
First glass of urine cloudy, second clear. Treatment for the first 
few days, 10% argyrol injections six times a day, afterward three. 
On November 12th there was still some discharge containing 
gonococci. Protargol was substituted for argyrol. Gonococci 
were present occasionally till Nov. 30th, when, on passing an 
acorn bougie No. 21, French, I found an obstruction at three 
and one-half inches from the meatus which yielded rather easily. 
Directly afterward a large drop of pus appeared at the meatus. 
He had urinated just previously. His condition improved then 
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steadily, till on December 13th there was no discharge, the first 
glass was clear with very few shreds, and the second glass clear. 
He took the beer test the next day and reported the evening of 
the 15th. While waiting his turn he had to go out and urinate. 
I, of course, expected to find no discharge five minutes after 
urination, but on compressing the glans a thick drop of pus oozed 
out containing numerous gonococci. On urethroscopic exami- 
nation, I discovered a paraurethral canal one-fourth inch from 
the meatus, and about one-eighth inch left from the median line 
below, exactly at the site of the canal opened six years before. 
A filiform bougie entered this to the distance of one and one- 
fourth inches. I immediately began the injection of 10% ar- 
gyrol solution to the bottom of this passage every other day, and, 
as there was no improvement, a few days later entrusted the pa- 
tient with self-treatment by means of a long, blunted hypodermic 
syringe twice daily, continuing the ordinary urethral injections. 

No result appearing, I changed the solution to 3% protargol, 
and subsequently used myself a 12% tincture of iodine, seeking 
to produce an adhesive inflammation from the bottom. This 
also proved futile, and 10% nitrate of silver was resorted to. 
The urine cleared for three or four days, when again a drop of 
gonorrhceal pus could be expressed. I then sounded the passage 
again with a filiform, and to my surprise, found a second passage 
two and one-eighth inches deep, apparently a branch of the 
former, as I could find but one opening in the urethra. On 
introducing two filiforms of equal length, till they struck bottom, 
the one protruded nearly an inch beyond the other. 

I believed this to be the explanation of the persistent in- 
fection, that the solution injected entered only one canal, prob- 
ably generally the shorter. This was obviated by leaving the 
filiform in the shallower canal, when the needle could only enter 
the deeper. Then the reverse tactics were employed. The 
urine cleared in a few days, but two or three days later pus with 
gonococci again appeared. With a two-bladed urethral speculum 
of my own design, and Bierhoff’s lacunar knife, I then divided 
the canals nearly to the bottom but the eighth inch of canal left 
uncut, owing to the probe point, still gave vent to pus with gon- 
ococci. This condition was overcome by treatment with lunar 
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caustic, fused upon a fine copper wire as described above. The 
patient then made a rapid recovery which has proved permanent. 

Several months ago, a third gonorrhceal patient presented a 
similar canal five-eighths of an inch deep, just within the meatus 
and one-eighth of an inch left of the middle line below, but it was 
never invaded by the gonococci. 

In February last an out-of-town dentist consulted me, ten days 
before his wedding, for a relapsing urethritis which appeared after 
every coitus. He had a slight hypospadias, the urethral opening 
being at the ordinary site of the frenum. At the usual position 
of the meatus, there was a dimpling in of the epidermis about 
three-sixteenths of an inch deep, and thecalibre of a darning needle. 
Neither opening was infected. 

He passed the beer and nitrate of silver tests without showing 
gonococci and consummated his marriage. Up to date there has 
been no infection of his wife nor any recurrence of his former 
trouble. The latter fact supports the theory of Keyes that 
marriage ‘‘by allowing healthy, natural, unstimulated sexual re- 
lations” acts “‘as a curative agent in morbid conditions of the 
urethra, especially if there be any nervous element present in the 
case.” 

G. T. C., February 11, 1908. First gonorrhoea eight years 
ago; lasted several months. Ever since that time urination has 
occasionally been painful, and meatus glued together. Present 
gonorrhoea began in August, 1907; was apparently cured in one 
month, but ever since has had recurrence on drinking. 

S. P. Slight pain on urination and tenderness in suprapubic 
region. Slight frequency. Muco-purulent discharge containing 
pus, epithelium and gonococci. First and second glasses a little 
cloudy. Prostate boggy and painful; expressed secretion con- 
tains pus. 

Treatment. Massage, injection and instillation of protargol. 

February 15. Mucous discharge containing pus, more 
epithelium and one pus cell with gonococci. 

February 17. Purulent discharge containing gonococci. On 
patient’s describing an uneasy feeling about the meatus, I found, 
only after the most minute examination, an extremely fine follicular 
opening, into which the smallest probe-pointed epilation needle 
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could be introduced with difficulty. This was located at the edge 
of the right lip of the meatus, about one-eighth of an inch from the 
lower commissure, and was one-fourth of an inch in depth. At 
the middle of the left lip there was a similar minute opening about 
one-sixteenth of an inch deep. Between these two openings, on 
each side, there was a furrow, much redder than the remainder 
of the urethra, extending inward about one-half inch. I expected 
to find on, urethroscopic examination that these led into urethral 
follicles, but they proved to growshallower till lost upon the surface. 

The appearance of the meatus is shown in the accompany- 
ing illustration, the two dots representing the follicular openings. 
The deeper exuded pus containing gonococci on expression, both 
follicles were treated by electrolysis and on February 21 appeared 
to be healed. 

On February 23 the right follicle was again open and exuded 
pus containing gonococci on pressure, and was again treated by 
electrolysis. 

On March 2 it still contained a little pus, with gonococci, but 
the urethral discharge was muco-purulent and contained no 
gonococci. First glass a little cloudy, second practically clear. 
I then used a piece of fine wire instead of the needle and enlarged 
the opening by electrolysis so as to be able to introduce lunar 
caustic, fused upon a wire as described above. 

On March 6 this obstinate little channel still contained gono- 
cocci and I again introduced the lunar caustic wire. After this 
treatment, it healed definitely and the case then progressed rapidly 
toa cure, which withstood the beer and nitrate of silver tests 
successfully. 

P. L. Twenty-six years old. First gonorrhoea seven years 
ago; cured. Second gonorrhoea two years ago. Has had no 
symptoms since eighteen months ago, except a milky discharge 
after urination during the past year, until three months ago he 
suddenly acquired a thick discharge and painful urination, which 
have persisted until now. Married one year and wife claims 
she is ill but will not submit to examination. 

S.P. Purulent discharge containing gonoccoci. Both 
glasses of urine cloudy. Seminal vesicles much dilated, pros- 
tate large and boggy, both very tender; expressed secretion pu- 
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rulent. Just above meatus a slight dimpling in, representing a 
rudimentary double urethra. On the right, lateral wall of ure- 
thra, three-eighths inch from meatus, there is an inflamed ure- 
thral follicle, from which pus containing numerous gonococci 
can be expressed. The patient states that one month ago this 
portion of the penis swelled as large as an olive, so that the 
right lip of meatus was doubled over the left. After two or 
three days there was a profuse discharge of pus and the tumor 
subsided. After incision of the inflamed follicle, followed by 
rectal massage and injection and instillation of protargol for 
one month the patient recovered. It is a problem whether this 
patient had gonorrhceal prostatis since his last infection or had 
been reinfected by his wife. 


DISCUSSION 


Dr. GEORGE K. Swrnsurne, of New York. I should like to make a few 
remarks in regard to these cases, especially the para-urethral follicles and the 
polyps just within the meatus. These hypospadias cases are the most fre 
quent conditions that prolong a gonorrhoea. Some of these slight hypo- 
spadiases where the opening is about where the posterior junction of the fossa 
navicularis would be, are sometimes quite dilatable, and in other cases they are 
not at all dilatable, and those cases are frequently difficult to do anything 
with. You cannot use instrumentation. They do not lend themselves, a 
a rule, to a cutting operation, such as a meatotomy. In the treatment 
these cases I have usually used prolonged injections by hand, gentle injec 
tions of the newer silver salts, such as argyrol and recently of novargan, and 
they have generally been brought to a termination. These cases very fre 
quently have on the lower surface of the glans sinuses and pockets, which con- 
tain gonococci for a long time after the healing of the case. One case, a mal 
I had treated at the dispensary four years ago, had the opening just a 
the posterior position of the fossa navicularis. One sinus seemed t 
correspond to the pocket of Morgagni, and on either side there was a larg 
open follicle, all of these exuding pus containing gonococci. These wett 
slit up at the time, and treated with pure carbolic acid, and I supposed they 
had} entirely healed, but four years later the man appeared at my office. 
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He had had intercourse in the meantime, but no reinfection of gonorrhoea. 
Each one of those three openings in front of the meatus contained pus, and 
in each separate one I found gonococci. For a period of several weeks I 
used fused nitrate of silver on a probe on each of these, and all of them finally 
healed. They all healed and closed, so that there was no appearance of it 
at all. The cases mentioned of prolonged incubation, where there was first 
probably an infection of the follicles near the meatus, followed afterwards 
by the general infection of the urethra, I think we all have. Certainly I have 
seen several such cases. 

Dr. F. TILDEN Brown, of NewYork. I thinkto the reader of the paper is 
due commendation for investigating the cause of these continuous discharges. 
It has not been my experience to have met these parallel canals he describes, 
but I have noted pockets and folds which are not unusual in helping to 
continue an infective process in cases of hypospadias, particularly these 
milder forms of hypospadias just referred to by Dr. Swinburne, where there 
is a dimpling or slight prolongation of the urethra into the glans, but falling 
short of issuance at the normal meatus. Here it is easy to understand how, 
in the case of injections given by the patient, the nozzle of the syringe occludes 
this anterior part, shutting it off, so that it receives no treatment. It has 
been my practice to expose such slight sacculations to the injected medica- 
ment, and in a few other cases I have directed the patients themselves to put 
in a small pledget of cotton, saturated with the protargol solution, or what- 
ever medicament was being used locally, so that it rested in that part, and it 
has been successful. The para-urethral glands, the meatal glands, are not 
infrequently involved, as is easily appreciable by the appearance at the meatus. 
In such cases, injections through a probe-pointed hypodermic needle have 
ordinarily been sufficient to effect cure. But in several cases, it has been 
necessary to slit up these ducts. Another point which has some bearing upon 
the frequency of meatal contractions in the Hebrew race, is to be found in a 
trauma connected with circumcision, where, in addition to removal of the 
prepuce, more or less of a slice has been taken from the meatus. In such 
cases, I have seen the point of the glans penis present a bevelled or depressed 
appearance, where it should be conical. Of course in the healing process 
some contraction of the meatus occurs. It surprises one to see how often, 
despite the presence of a tight meatus, cases of infective urethritis proceed to 
prompt recovery. 

Dr. Louis E. Scumipt, of Chicago. I demonstrated a case, last year at 
the Chicago Urological Society, that had an opening immediately below the 
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external urethral orifice, and that extended along the median raphe along the 
lower surface of the penis, and along the scrotum and terminated at the per- 
ineum. This patient was suffering from chronic urethritis, and on examinas 
tion there could be expressed a discharge from any portion along this course 
that I have mentioned. All that was done in this case, was simply slitting 
the entire canal from the external urethral orifice to the perineum, and cau- 
terizing the tract very thoroughly. I should like to ask what class of cases 
this belongs to. I have never seen it mentioned, and have not seen any one 
who could give me an explanation, as to what kind of an anatomical condi- 
tion it was. It apparently seemed to be a para-urethral passage, but extended 
along the entire base of the penis back to the perineum, probably six inches 
in length. 

Dr. Rucctes. All along the scrotum? 

Dr. Scumipt. All along the scrotum, from the glans penis, absolutely 
in the median line, or median raphe, extending along the scrotum, and then 
terminating blindly in the perineum. I could place my finger along the 
whole ridge and express secretion which contained gonococci. 

Dr. J. H. Cunnincuay, Jr., of Boston. Dr. Ruggles has spoken of the 
frequent narrowing of the urethra at the meatus, but he has failed to speak 
of associated narrowings, in the canal, of congenital origin, which occur not 
uncommonly. Accentuation of the normal narrowings of the urethra find 
their origin in the embryological development of the penis. The penis is 
formed in three distinct parts: the deep urethra, being derived from the uro- 
genital sinus, the anterior urethra, being formed by the growth forward of the 
genital tubercle, and the fossa navicularis, by the growth inward of the epithe- 
lial layer. The meatus is the most commonly narrowed, yet one finds at the 
junction of the fossa navicularis with the anterior urethra, another congenital 
narrowing, and still another congenital narrowing at the junction of the anterior 
urethra with the deep urethra. Costis’ law shows why the meatus is more 
subject to contraction than these other two portions. Costis’ law states that 
the last formed portion of any structure is the one most commonly the seat of 
congenital malformations. 

Dr. RUGGLEs, in closing. Probably Dr. Brown did not understand me. 
I do think there is a certain portion of the cases of contracted meatus in He- 
brews due to injury, but the proportion is altogether too large to attribute to 
that altogether, and in most of these cases there is no indication of injury of the 
glans. I suppose that Dr. Schmidt’s case should be included in the third 
class of Jadassohn, consisting of canals on the under surface of the penis, 
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crossing the raphe. I neglected to include in this paper cases of congenital 
stricture, which I know do occur. There is a physician at home who had 
strictures down to twenty French, which produced frequent urination, al- 
though he had never had any symptoms of gonorrhcea. 


DISTURBANCES DUE TO DISEASE OF THE VERU- 
MONTANUM AND ITS TREATMENT WITH THE 
POSTERIOR URETHROSCOPE 


By GEORGE KNOWLES SWINBURNE, M.D., of New York. 


ORK upon the posterior urethra through the urethro- 
scope during the past eight or nine years has convinced 


me, that, it is a valuable aid and a distinct advance in 
the treatment of trouble in that portion of the genito-urinary 
tract, and that many obscure symptoms may be found to be due 
to disease, or to some pathological condition of the verumon- 
tanum, or of the urethral floor in its immediate vicinity. 

The most common cause of trouble in this part is, of course, 
chronic gonorrhoea, though I have had a large number of non- 
venereal cases in which trouble with the verumontanum seemed 
to be the disturbing element. The association, further, in many 
of these cases, of an oxaluria has made me believe that this might 
be a factor in the pathogenesis of both these classes of cases. At 
the same time, while in some cases of oxaluria attention to the 
digestive tract has been sufficient to clear up the symptoms, in 
others, the symptoms have persisted until the posterior urethra 
has been treated through the urethroscope. The following case 
seems to me to be typical of this condition. 

B. D., 19 years old, consulted me as recently as March 14th, 
1908. For three years he has been troubled by persistent and 
frequent nocturnal emissions, constipated habit, facial acne, 
clammy hands. Has been obliged to give up studies which he 
was pursuing at night, while working during the day, so that he 
feels he can make no advance, unless his condition can be relieved. 
During this time has been almost constantly seeking relief of one 
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physician after another. During the week preceding his coming 
to consult me, had had emissions every night. The urine was 
loaded with oxalate of lime crystals. Never had venereal disease. 
There was a slight mucoid discharge which could be squeezed 
out of the urethra; contained bacteria, but no gonococci. The 
prostate and vesicles reveal nothing to the examining finger. 
Examination of the posterior urethra showed the entire verumon- 
tanum to be much swollen, very hyperemic, bleeding very easily 
on touch with the cotton swab, and also on relief of pressure as 
the mucous membrane comes up into the window of the instru- 
ment during its gradual withdrawal. The entire floor of this 
portion of the canal was freely swabbed with a 10% solution of 
silver nitrate, or what is practically the same thing, argentamine 
in full strength. Attention was also paid to the digestion with 
a view to eliminating the oxaluria. The patient received five 
such applications at weekly intervals. At the last examination 
on April 11th the verumontanum was perfectly normal as seen 
through the urethroscope, it was not hyperemic, it did not 
bleed. The oxalate of lime crystals were not found after the first 
examination and during these four weeks he had had but one noc- 
turnal emission. I do not mean to say that this case is by any 
means cured, but a healthier condition of the posterior urethra, 
especially the verumontanum, has been brought about more 
quickly than by any means with which I am acquainted, and 
it so clearly illustrates one phase of this condition, that of the 
simplest, that I cite it here. 

In my experience this has generally been the condition of the 
verumontanum which has been found in these non-venereal cases. 
A swelling and a hyperemia of the entire verumontanum and a 
marked tendency to bleed easily. 

In the cases which have been dependent upon a chronic 
gonorrhcea, there has been a great variety in the urethroscopic 
picture as well as in the symptoms. In many of the cases, in 
addition to the hyperemia and swelling which is almost always 
present with the tendency to bleed on slight touch, there is a real 
hypertrophy as if due to a round cell infiltration, and there is 
irregularity in the shape of the verumontanum and variations 
in the appearance of the surface mucous membrane, in some 
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cases dull and dry and deeply reddened, or the surface is granu- 
lating, or there is a small granulation patch here, and there a 
small area looking like a bit of raw beef, and the general surface 
very irregular. There may be small excrescences looking like 
polypi springing from the surface of the verumontanum, there 
may be a small granulation tumor, a granuloma. ‘This latter 
condition I have met with in two cases, and I can recall but two 
cases in which I have met with polypi. 

The symptoms vary. There may be a simple mucoid or 
muco-purulent drop in the morning, or this condition may be con- 
stant without other symptoms. The urethra, on the other hand, 
may be perfectly dry. There may be a neurasthenic condition 
of any varying degree,which may in some cases be accompanied 
by frequent nocturnal emissions and even diurnal. The seminal 
secretion may be bloodstained. There is in some cases—and 
this, I think, I have found in the majority of the cases—premature 
ejaculation or there may be complete impotence. Some of the 
cases complain of pain; this may vary from a slight feeling of 
discomfort along the urethral canal, or a tickling or a burning 
sensation, to a sharp lancinating pain. This pain or discomfort 
may, in some cases, be referred to the navicular fossa, or to the 
perineum, or to the deep urethra in front of the rectum, or over 
the pubes,sometimes over the sacrum. It may be of great sever- 
ity. In some cases there may be pain in the deep urethra, as 
if a foreign body were present. These pains are generally in- 
dependent of the act of urination, or the pain may come only at 
the end of urination. Neuralgia of the testicle or in the sciatic 
region I have met with. 

I have not attempted to give a complete account of all the 
symptoms which seem to be due to disease of the verumontanum, 
but only the most prominent and characteristic. I have pre- 
sented this paper with a view to exhibiting to this Society my in- 
strument, already no doubt well known to you, to give the reasons 
why I believe it to be the most practical working instrument to- 
day for dealing with the posterior urethra, finding, the more I 
have worked with it, the more satisfactory it has become. It was 
after considerable experience with the straight tube in the pos- 
terior urethra with the cold lamp, that I felt that a curved tube 
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would prove more comfortable to insert, and it was in November, 
1900, that I first ordered an instrument of the Electro-Surgical In- 
strument Company, of Rochester. The first sent me had the light 
in the beak, as in the aero-cystoscope made by that firm; I then 
saw that the light must be in front of the window for proper 
illumination, as the floor of the urethra filled the window and the 
mucous membrane was illuminated by transillumination. In 
January, 1901, I obtained the first practical instrument; the beak 
was left hollow however, and my experience with one case, which 
is related below, led me to have this remedied. The first method 
to remedy this, was to fill the beak with cement, which was not 
satisfactory; afterwards it was filled with metal, as in the present 
instrument. Three sizes were made: 24, 26 and 28 F., but of 
late years I find I use the size 24 almost to the exclusion of all 
others. An objection made to the instrument has been that one 
could not see lesions in the roof of the posterior canal. In work- 
ing with the straight tube, I never saw any lesions in the roof. 
Most of the lesions are about the verumontanum. I have also 
come to prefer the instrument made by the Electro-Surgical Instru- 
ment Company of Rochester, because the Koch auxiliary chamber 
keeps the lamp out of the way, when treating the mucous mem- 
brane. I have had instruments made, in which the lamp was 
in the tube itself, for use either with the Chetwood lamp or the 
Otis light, but the Chetwood lamp interfered with swabbing and 
the Otis light in my hands does not give as good illumination, nor 
is it as convenient in treating cases. 

The Rochester Company made an attachment with window, 
so that air dilatation could be used in the posterior urethra, but 
I have not found that the surface is any better illuminated ; lesions 
cannot be treated without removing the apparatus; and then, too, 
any moisture in the canal is blown through the chamber carrying 
the light, which interferes with vision and might be productive 
of danger to the eye of the operator. Though this could be ob- 
viated, I have not attempted to do so. 

In inserting the instrument, the patient lies on the table, hips 
slightly raised, the lamp is tested before being placed in the instru- 
ment, then the cord is detached, while inserting it. I stand on 
the patient’s right and insert the instrument as in passing a sound. 
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When the beak reaches the cut-off, I change the instrument 
from the right to the left hand, pressing down above the pubes 
with the right hand, while with the left I gently push the instru- 
ment into the deep urethra until it has reached the point I wish, 
which should be so that the very posterior tip of the verumontanum 
with the portion of urethra posterior to it will come into the win- 
dow. The cord is then attached, the broad shield is grasped 
between the finger and thumb of the right hand and held per- 
fectly still, the wrist and palm of the hand resting on the symphy- 
sis,and then the obturator is gently withdrawn. Ifthe instrument 
has not been inserted far enough, I can tell this by appearance. 
I often push the instrument deeper while looking through it at 
the window, without reinserting the obturator. If the instru- 
ment has passed too deep, and there is urine in the bladder, it 
will come into the tube. If there are only one or two drops, it 
can be removed with the cotton swab; if more comes, I withdraw 
the instrument and reinsert it. 

Almost the only treatment which I have applied to the posterior 
urethra has been a 10%; solution of silver nitrate or Argentamine 
in full strength. In the March number of the Zeitschrift f. 
Urologie, 1908, p. 219, I have noted that Wossidlo of Berlin, in 
an article on this subject,has used 20% silver nitrate and in some 
severe cases has used the electro-cautery, applying it directly to 
the diseased portion. In this article Wossidlo presents an in- 
strument very similar to mine, but the lamp is in the same chamber 
and for that reason I do not think it as practical; furthermore the 
manner of inserting the light renders the calibre through which 
the applications are made, smaller than the calibre of the tube. 
I should think, however, that for granuloma or polypi the electro- 
cautery would prove an excellent aid. 

The manipulations, of course, are done under aseptic precau- 
tions. There is no after-pain in making application with this 
strong solution of silver nitrate and, as a rule, no discomfort 
except for the burning sensation at the next two or three times of 
urination, even though the cotton swab is soaked with the solu- 
tion and freely applied; whereas I think, all will acknowledge the 
extreme discomfort of silver nitrate in much weaker solution, 
when applied through the instillator, an instrument I but very 
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seldom use now. Furthermore, the latter is applied in the dark 
and does not reach the whole of the portion intended. Then, 
too, I have treated and cured many cases with the urethroscope 
that had had the instillation method applied for months by other 
operators. 

I never use the urethroscope while gonococci can be demon- 
strated to exist, and seldom use it for treatment until all other 
pathological conditions, as trouble in the anterior urethra or 
prostatitis and seminal vesiculitis, have been removed, so far as 
possible. ‘These lesions are always treated until they seem in- 
capable of further improvement; then, if the case seems to need 
it, I employ the urethroscope. I have sometimes had cases, in 
which the gonococcus for a long time could not be demonstrated; 
one case I remember, in which marriage had been sanctioned by 
two competent men, in which after one or two more applications 
through the urethroscope, a urethral discharge started up contain- 
ing gonococci, and that, too, without further exposure to infection. 
When this has happened, and it has happened often enough for 
me to be on the lookout for it, I refrain from further use of the 
urethroscope until the trouble subsides. Using other means, 
I have noted in some cases, having as a symptom frequent noc- 
turnal emissions with an accompanying vesiculitis and prostatitis, 
that, while at first massage and treatment directed to these parts 
helped that symptom, it would return again, even while the treat- 
ment was carried on. In my experience these cases need treat- 
ment with the urethroscope. 

The treatment is carried on by making the application once 
a week only—seldom have I ever made the intervals shorter, 
though in a few cases I have made them at intervals of five days. 
The average number of treatments has varied from three to twelve, 
sometimes more, but in such cases the intervals have been length- 
ened to once in two weeks and even longer as the condition has 
improved. 

The following cases present interesting points. 

Case I.— H. B., 26 years old, was treated for an acute gon- 
orrhoea in the spring of 1899; it was his second attack. His 
first attack had occurred six years before and he had always 
after that suffered from its results. The present attack followed 
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the only exposure since the first attack. Following his first attack 
he had had a double epididymitis, which occurred nine months 
after its beginning. After that he had had an internal urethrotomy 
performed; after this he suffered a good deal from neuralgia of 
frequent recurrence in the left testicle; had been treated for pros- 
tatitis and seminal vesiculitis by massage, without benefit to the 
condition of neuralgia. When he came to me, he had had these 
attacks of neuralgia for four years. He presented a mild degree 
of neurasthenia, and strongly objected to any urethral instru- 
mentation, as he had had so much of it without benefit and had 
suffered much pain in consequence. Nevertheless, after his gon- 
orrhcea had subsided, I persuaded him to consent to a urethro- 
scopic examination of the posterior urethra. The verumontanum 
was much enlarged and the anterior half presented a granulating 
patch which I swabbed freely with a 10% solution of silver ni- 
trate, and thereafter made five or six similar applications a week 
apart. He never had a return of the neuralgia after the first 
application, and at the last application the urethra presented a 
normal aspect. 

The difficulties met with in this case especially brought me to 
consider the instrument which I had made. 

CasE II.— A. M., 29 years old, came to the dispensary in 
the latter part of 1900, having a chronic gonorrhoea. Had recent- 
ly come out of the hospital, where he had been laid up with double 
epididymitis. He had lost flesh and strength, his urine was very 
cloudy, his prostate was very much enlarged and he was still 
under treatment for his epididymitis. He suffered from consider- 
able pain in the deep part of the canal, and in January, 1gor, I 
examined him with the posterior urethroscope, he being one of 
the first cases on which I had used it. The passage of the instru- 
ment caused much pain; on withdrawal of the obturator the 
verumontanym came into the window. It was much hyper- 
trophied, the surface was granulating, and in its middle portion 
appeared a small tumor like a granuloma. The surface was 
thoroughly swabbed, but on withdrawing the instrument the 
tumor was found to have been curetted off and was in the beak 
of the instrument. It was followed by only a slight amount of 
bleeding, and several applications were made after this, and the 
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patient was greatly improved and disappeared. Subsequently, 
five years later, he presented himself at my office, having an 
oxaluria, and, in conjunction with treatment for that condition, 
I had occasion to treat the posterior urethra for a congested con- 
dition, making about four or five applications. Outside of this 
condition, the canal was normal. It was interesting to see this 
so many years after a considerable pathological condition had 
existed. 

It was the accident occurring in this case which fortunately 
was a beneficent one, which led me to have the beak of the instru- 
ment filled to prevent a similar subsequent occurrence. 

Not to weary you with rehearsal of cases which would be only 
a repetition of the symptoms and urethroscopic appearances which 
I have recited, I wish to make the additional statement that in 
many of these cases which I have thus treated, I have had occasion 
to re-examine the urethra after a longer or shorter interval follow- 
ing a course of treatment, and have been struck by the normal 
appearance of the verumontanum. 

When I began urethroscopy of the posterior urethra, I feared 
the possibility of one accident, hemorrhage into the bladder from 
a profuse bleeding from this surface, but as time went by and no 
such accident occurred in any of the very great number which I 
have treated—I have the records of over a hundred cases during 
that time in my office practice and certainly many more in my 
dispensary work—I began to think this danger a slight one. Never- 
theless, it did occur in the practice of one of my assistants last 
year. One Sunday morning, about eight o’clock, he telephoned 
me he was sending up a patient he wished me to see. The man 
came to my office suffering extreme pain. He had a constant 
tenesmus, made constant efforts at urination, and only a few 
drops of blood passed. The distended bladder could be felt 
above the symphysis, a hard mass the size of a cricket ball; pressure 
over this tumor increased the pain immensely. Before sending 
him into a hospital, I thought I would see what could be done to 
relieve him. I passed a silkwoven catheter into the bladder, 
drawing off only a little blood, and then washed out the bladder 
as gently as possible with a solution of alphozone quite hot, 
following this with a weak solution of peroxide, and then 
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finished with a weak solution of adrenalin. Although the bleed- 
ing was not entirely stopped, he was much more comfortable. 
After I had succeeded in removing all the clots and while doing 
this, I elicited his history. For some time previous he had had 
massage of his prostate and then was subjected to a course of 
treatment with the urethroscope, having been treated with it 
about seven times in all, the last one being on the previous after- 
noon, when he was told that there was no more need of treat- 
ment. No bleeding had followed this last treatment, and at 
ten o’clock that evening he had passed a perfectly clear urine; 
but at one o’clock in the morning, while at work (he was a baker), 
he had occasion to urinate, when he was much frightened to find 
he was passing what appeared to be pure blood. This: was 
quickly followed by the sensation of a full bladder and constant 
efforts to urinate with the passing of blood, until he was sent to 
me that morning. 

I gave him urotropin, sent him home to bed, and visited him 
that evening. He had during the day, passed, rather frequently, 


blood-tinged urine, but no blood or clots; he was very sore. 
The urine continued blood-tinged for forty-eight hours, then 
passed away. ‘Two weeks later I made a cystoscopic examination 
of the bladder and found it normal. 


DISCUSSION 


Dr. Harry H. Morton, of Brooklyn. I have used this method for the 
past three years, and I do not know of any other means of affording relief of 
the unpleasant symptoms which these patients suffer, which in any way com- 
pares with the strong applications to the verumontanum. 

A single application will often cause a disappearance of the burning pain 
in the perineum, and the disturbance of sensation in remote parts, such as 
areas of anesthesia or burning. 

One source of complaint in these cases is the frequence and urgency of 
urination which is often materially improved by a single application. 

As a rule it requires from four to six applications to clear up completely 
all the disagreeable symptoms. 

My practice is not to paint the whole urethra, as Dr. Swinburne does, 
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because I use a stronger solution of nitrate of silver. The strength of the 
solution is 100 grains to the ounce and I apply it only upon the colliculus. 

I find that patients do better if the applications are made only once in ten 
days, for the reaction following the application requires at least one week to 
subside. 

One great objection to making these applications has been the introduc- 
tion of a straight tube. It is difficult to pass a straight instrument around 
the bend underneath the triangular ligament, and this modified tube of Dr. 
Swinburne’s will be easy to introduce, and I think will render this plan of 
treatment much more satisfactory. 

Dr. Louis E. Scumipt, of Chicago. In connection with the diagnosis of 
diseases of the posterior urethra, I should like to refer to the Goldschmidt 
water dilating urethroscope. I have had considerable experience with this 
instrument in the past year. It gives beautiful views of the posterior urethra, 
internal urethral orifice as well as of the anterior urethra, and for diagnostic 
purposes I think it is an instrument well worth using. 

Dr. F. TILDEN Brown, of New York. Iam in hearty accord with Dr. 
Schmidt. It is a revelation to see what a perfect view one gets of the minute 
urethral structures—better than if the part were removed and laid on the 
table. For the purpose of treatment of these disorders, I am satisfied that 
Dr. Swinburne’s instrument is the best, and I am glad he has at last put it on 
record. I believe this is the first time, and that it was in 1900 that he adopted 
some of the changes alluded to. The only occasions when I prefer to use the 
old-time Klotz tube are where the lesions or disturbances are not limited to 
the floor, but occupy some additional portion of the urethra, as the upper 
and lateral walls. Under these circumstances, the advantage lies with swab 
applications made through the open tube, despite the greater difficulties of 
its introduction. Sometimes it is no easy thing to pass a Klotz tube, but suc- 


cess will attend, if it is done very deliberately. I think it can be carried out, 


with advantage, particularly where the entire circumference of a limited por- 
tion of the urethra is involved, and requires treatment. I do not understand 
that the writer made applications along the whole course of the urethra, but 
to certain portions only. 

Dr. E. Woop Rucctes, of Rochester, N. Y. I had the pleasure yesterday 
of seeing one of Dr. Swinburne’s cases, and the projection of the verumon- 
tanum was very prominent. One projection came up into a perfect peak, 
and quite sharp, entirely different from the usual rounded condition. 

Dr. Louis E. Scumipt, of Chicago. The Luys apparatus for cystoscopy 
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can be used to some extent for urethral applications to the posterior urethra. 
When the instrument is introduced so that the tip or beak enters the bladder, 
occasionally the urine will enter the posterior urethra. I have several instances 
of that kind in mind at the present time, and it requires continuous swabbing 
to keep the posterior urethra free from urine. We have in the Luys cystoscope, 
an apparatus that undoubtedly does away with this swabbing. It simply has 
a small tube on the lower surface, and that tube is open at both ends. There 
is a Sprengel pump attached at the outer end, which makes continuous suction 
and drains off the urine, and it keeps the posterior urethra perfectly dry. 
This instrument is used with the patient in the exaggerated lithotomy or 
knee-chest position, and is used chiefly for bladder work, but it can also be 
used for work in the posterior urethra. 

Dr. BRANSFORD LEwiIs, of St. Louis. There is no doubt at all about the 
reality of this position of Dr. Swinburne, and I have been convinced of it for 
some time, and making very satisfactory use, from time to time, of his very 
desirable instrument in the way that he mentions. 

Now there is one case that I wish to speak of alone, that was somewhat of 
a revelation tome. The patient, a doctor, a general practitioner of medicine, 
down in Missouri, had been to see several different genito-urinary specialists. 
They had given him different forms of treatment, for the burning that he com- 
plained of in the perineum and prostatic urethra. That is where he always 
centralized his complaint. That had been continuous for about three years 
before he came for treatment, and had been very severe, having incapaci- 
tated him from practicing medicine. Any jogging in a buggy would cause or 
increase the pain, and he hadn’t worked for a year when I saw him, showing 
the severity of the condition. I knew that he had been with good men who 
had given him intelligent treatment, and I was puzzled about the case, and 
acknowledged to him that I did not expect very much, because he had already 
received treatment from men better than I was. "I found an enlarged and 
inflamed verumontanum, and to this I made applications through Dr. Swin- 
burne’s endoscope of the nitrate solution, getting direct benefit, which the 
patient expressed as more than from any other treatment. But it was only 
of transient duration. I kept that up for a month or so, and the patient was 
so despondent at the recrudescences that he said, “If this isn’t going to stop, 
I am going to jump into the river.” He wanted me to take out his prostate. 
I told him I would not do it, that his prostate was not enlarged, he had no 
residual urine, etc. But he kept after me, and I talked it over with one or 
two others, and they agreed with the position I had taken. Finally I told him 
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I would accede to his wishes this far, that I would go in and see what I could 
do. I went in and took away the floor of the prostatic urethra, including the 
verumontanum, gouged it out, and then made drainage. He recovered. 
That was about two and a half or three years ago; he has gone back to his 
practice and tells me every once in a while of being entirely cured of his trouble. 

That was quite an interesting observation to me. I had never read of 
anything just like it, and I did not think I was going to accomplish anything, 
and yet it did result in a complete cure, after the measures that are ordinarily 
useful had failed to give permanent relief. 

Dr. Young asks me if the operation affected his sexual power. It did not. 
The patient says he is entirely potent, as much so as he was before. There 
have been no secondary results that were to be complained of. The patient 
is very emphatic in his approval of the result. It is a case that is known to 
several other doctors in St. Louis. 

Dr. HucH H. Youn, of Baltimore. I think the subject of the pathology 
and treatment of the verumontanum has been very much neglected in the past, 
and I am very much interested in this paper and the discussion. I have seen 
a number of cases in which I have made local applications through the endo- 
scope. I find the old Otis endoscope perfectly satisfactory, and can usually 
see the verumontanum very well with it. One objection to these instruments 
with the lamp inside is the difficulty of sterilization. I should like to ask Dr. 
Swinburne how he makes sure that it is sterile. 

In two cases I have also curetted the verumontanum from the perineum, 
and without any apparent effect on the sexual powers. Where there is a great 
deal of hypertrophy and the case resists the ordinary treatment, (sounds, 
applications, etc.,) rather than have the patient become despondent, I 
think the operative treatment from the perineum is distinctly advisable. 

Dr. JAMES PEDERSEN, of New York. In addition to the many valuable 
points brought out in Dr. Swinburne’s paper, I should like to emphasize the 
value of urethroscopy in general. Its value is often overlooked. Many cases 
of pronounced chronic prostatitis and seminal vesiculitis cannot be cured of 
all their symptoms by massage alone; topical applications through the urethro- 
scope are an imperative adjunct. I have not used Dr. Swinburne’s urethro- 
scope. It is needless to say I shall take it up. In 1895, or thereabouts, I 
attempted the use of a similar instrument, designed, I think, by Dr. Belfield 
of Chicago. It was not satisfactory. Dr. Swinburne seems to have corrected 
its faults in developing his instrument. I have not had any success with the 
air dilating nor water dilating instruments. In the cases in which I have 
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tried it, the air has bubbled out along the tube. I have not been able to get 
the instrument to work properly. 

Dr. JAMES BELL, of Montreal. I should like to say, as a matter of record, 
that I had a case a good many years ago that had very urgent symptoms, from 
which I removed the verumontanum with perfectly satisfactory results, 
although I cannot say anything about the sexual power afterwards. The 
man was in a desperate condition, having suffered for years, and the removal 
was followed by complete comfort. 

Dr. SWINBURNE, in closing. I feel very much gratified with the discussion 
that has been brought out. In regard to what Dr. Morton has said about 
swabbing the entire canal, I swab the entire floor of the posterior canal, if the 
entire floor seems to be involved. That is, I apply the nitrate of silver very 
freely. Ten per cent. nitrate of silver has not been sufficient in a great 
many cases. They have a return of the symptoms, and some few of these 
cases require repeated attacks of that portion of the canal, and I have felt 
that something more was needed. In Wossidlo’s paper it struck me that a 
very good addition had been made in the use of the electro-cautery. 

Dr. Lewis’s case, where he curetted the entire verumontanum, is certainly 
a very brilliant one. But it strikes me that the same thing could be done 
through the urethroscope. It might produce a good deal of bleeding, but I 
know that it could be done to a certain extent, and the electrocautery could 
be tried through the urethroscope. Wossidlo reports one case that was a very 
severe one, and I think that should be tried before resorting to perineal section. 

It is a perfectly easy matter to sterilize the lamps, because you can sterilize 
them in any solution that will not attack the metal portion of the lamp. These 
Rochester lamps also can be boiled. There isn’t any difficulty, it seems to me, 
about the sterilization of the lamp. I have used it a great many years, and I 
do not recall any damage resulting on that account. The lamp is out of the 
way, and the swab as it goes down might touch the lamp, but that swab carries 
with it an amount of antiseptic that would kill anything that was there. 

One point that Dr. Schmidt spoke of, that is, the urine getting into the 
tube: I think I speak of that in the paper, but did not read it. You often- 
times tap the bladder and the urine comes into view when the patient has not 
emptied his bladder. In such a case I remove the instrument and re-insert it, 
so as not to enter the bladder, or one or two swabbings with cotton will remove 
the water entirely. 

Dr. SAMUEL ALEXANDER, of New York. After you have made your ap- 
plication generously, do you dry up the excess? 
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Dr. SwINBuRNE. Yes. The applicators have cotton at each end. 

Dr. ALEXANDER. The reason I ask that question is this: In a series of 
experiments which we have been carrying on for a number of years, in regard 
to the physiology of urination, the thing that has made an impression upon us 
is the fact that the application of nitrate of silver to the prostatic urethra, 
when the excess is removed, does not give the desire to urinate. It is only 
when the excess is sufficient for it to extend back into the bladder, that the 
desire is caused and continues after the instrumert is withdrawn, proving, as 
we claim, that the desire to pass water is due to the muscular effort of the 
bladder against resistance, and not to the irritation of the urine in the posterior 
portion of the urethra. What Dr. Swinburne said in his paper is confirmatory 
of that. 

Dr. BRANSFORD LEwis, of St. Louis. I should like to say just a word 
in regard to the use of the cautery in these cases. I used the cautery on the 
verumontanum in the case I reported in my previous discussion, but it had, 
like the application of the nitrate of silver, only a transient effect. 


ADDITIONAL REPORT TO THE “OPERATIVE TREAT- 
MENT OF TUMORS OF THE BLADDER.” 


By Louis E. Scumipt, M.D., or CHIcAco 


of the Bladder from a Modern Aspect,” and it was prac- 

tically read only by title. There were a few persons pres- 
ent who asked me to bring up the subject this year, for the 
simple reason that they thought that there was considerable 
room for discussion. 

All that I care to add is, that I have had eleven cases of tumor 
of the bladder since this article was written, and four of that 
number have come to operation. In those four I have carried 
out the precepts laid down in that paper, and I should simply like 
to state that I have seen no reasons since then, and since looking 
up the subject more in detail, to break away from the conclusions 
read at last year’s meeting. I should simply like to read them 
again: 

1. All benign tumors of the bladder should be approached 


i AST year I presented a paper entitled, “Surgery of Tumors 
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from the inside of the bladder, and all malignant tumors from 
the outside. 

2. In all malignant cases in which the loss of substance is 
not too great, the bladder should be closed completely by sutures 
after the removal of the tumor. 

3. In cases of malignant tumor the incision into the bladder 
should be made in accordance with the location of the growth 
as defined by the cystoscope. 

4. The permanent catheter should be abolished. 

5. Gas anesthesia should be employed exclusively. 

6. A subsequent cystoscopic surveillance should be main- 
tained over any bladder that has been operated on for tumor. 

These were the conclusions that were read at last year’s. 
meeting. As I say, I have had experience on four more cases 
since then, and I have seen no reasons to withdraw any of these- 
conclusions, and I should like to hear a discussion as to these con- 
clusions that I have read at this meeting. 


DISCUSSION 


Dr. F. TILDEN Brown, of New York. This is a very interesting sub- 
ject, and one about which I must plead ignorance. Dr. Schmidt has just 
reviewed the precepts laid down in his former paper, but I do not re- 
member to have heard before that one of approaching a// malignant tu- 
mors from without. It strikes me as an admirable suggestion. Of 
course, there are certain bladder tumors which we can appreciate to be 
malignant by the symptoms or by the cystoscopic appearance. But there 
are others on the border line, which at one stage are benign, but later 
malignant. I should like to ask Dr. Schmidt whether such tumors, in 
the early stage, would be classified as those to be approached from with- 
out. Another point to offer interesting consideration is, should the neo- 
plasm occupy that portion of the bladder where its removal whether in- 
tra or extravesical, is going to bring about interference with function of 
the corresponding ureter, or what way should such kidney implication be 
dealt with? 

Dr. RoBert H. GREENE, of New York I think the conclusions of Dr. 
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Schmidt are extremely interesting. I hope the discussion will be full, and 
that some new information will be brought out. 

I agree, to a considerable extent, with the conclusions of Dr. Schmidt. 
I believe that every tumor which is non-malignant, and which can be removed 
from within, should be removed from within. I believe that as we become 
more familiar with the use of the operating cystoscope, more of us will be able 
to remove those tumors from within, than are able to do so at present. One 
reason that I believe those tumors should be removed from within is this: 
We all know in the common papillomatous tumors how apt they are to recur. 
It is a very simple and easy matter to do a suprapubic cystotomy and remove 
those tumors, but not infrequently those tumors have to be removed as time 
goes on, over and over again, and the suprapubic wound frequently re-opened. 

Now, as regards the remarks of Dr. Brown concerning the malignancy of 
bladder tumors, and as to whether or not an immediate microscopical ex- 
amination will determine whether they are malignant or not—a question 
which has recently been brought up in New York—I am informed by the 
pathologists that an immediate microscopic examination, conducted at the 
time of the operation, will not determine positively whether a tumor of the 


mixed type is malignant or non-malignant. That is, the pathologists are not 
at the present time sufficiently skilled in the technique to be able to do 
this. 


As regards the immediate closure of the wound, I also agree with the con- 
clusions of Dr. Schmidt, to this extent: A bladder incision in cases where the 
urine is clear, under ordinary circumstances should, in my opinion, be im- 
mediately closed, and an attempt made to secure drainage by a retention 
catheter through the urethra. But where the urine is not clear, where there 
is any considerable amount of cystitis present, my experience is that it will 
be impossible to secure drainage for a long enough time through a retention 
catheter to cause the suprapubic wound to entirely heal, although in some 
of those cases I think, through the use of a retention catheter the healing may 
be hastened. 

Dr. Francis R. HacNneER, of Washington. I brought with me a light 
that I thought possibly might interest some of the gentlemen. It is one that 
I got from Lowenstein, in Germany, last summer, for illuminating the blad- 
der—in fact, any cavity. It is simply a cylinder of glass, a solid cylinder, 
with a small electric bulb in the handle. The rays of light pass through the 
cylinder of glass and escape from its end. The polished outside of the glass 
acts as a mirror, and it is the same principle as the light shining up through a 
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column of water. The instrument is held by an assistant, after the bladder 
is opened, at the lower end of the wound, and a very good illumination is 
obtained. It does away with the head mirror, which is sometimes trouble- 
some, and it is so simple and takes up so little room that it does not interfere 
with the work in the bladder. I believe it is a rather useful instrument for 
illuminating the bladder. 

Dr. H. McC. Jounson, of St. Louis said, in regard to determining whether 
a tumor is benign or malignant, a very interesting experience occurred to 
him about two years ago. It was a case of a young married woman, who had 
a large, thick pedicled papilloma of the bladder, situated near the right ureteric 
orifice. This he removed suprapubically by means of the cautery. The 
wound healed in due time, and the patient seemed well. The specimen was 
submitted to the pathologist, and was found by him to present no sign of 
malignancy, but was a simple papilloma. About a year and a half later, she 
came under his observation again, and a return of the growth was evident. 
The bladder was again opened suprapubically, and instead of a pedunculated 
growth, at least a third of the bladder was involved in a sessile growth. It 
was on the upper portion of the bladder, as well as about the right ureteric 
orifice, so that a third of the bladder wall had to be removed in order to eradi- 
cate it. This specimen was submitted to the pathologist, who still reported 
that it showed no sign of malignancy. About a month and a half later, the 
patient began to complain of a severe pain in the left tibia, and within a few 
weeks the suprapubic region began to present signs of tumor formation, 
showing that the abdominal wall was also involved in the process. Within 
a very short time, the tibial bone had to be opened to relieve the pain. A 
new growth was found in it. This was submitted to the pathologist, who 
reported that the growth from the tibia was identical in structure with that 
from the bladder, showing a malignant metastasis. This then, in the begin- 
ning, was a pedunculated growth, in which the pathologist could fin d no signs 
of malignancy. The patient died within a short time, and at the autopsy a 
general carcinosis was found. 

It seems to me that it is a very difficult point to determine, at the time of 
the operation, whether these growths are malignant or not. It has been 
stated that papillomata do not degenerate into malignancy. If this was 
malignant in the beginning, the microscope did not show it. 

In a case that he operated upon about one year ago, he employed Dr. 
Schmidt’s method; that is, he made a wide incision in the bladder, putting in 
stay sutures, and tying as he excised the growth. It was a sessile papilloma, 
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in which the microscope showed no signs of malignancy. The patient is now 
apparently well. 

A patient upon whom he did a cystoscopy had a large pedunculated papil- 
loma within a half inch of the right ureteric orifice. The growth was removed 
by another surgeon. When he saw the patient again, a month after the 
operation, he stated that as soon as the suprapubic wound healed he began 
passing innumerable small stones from the bladder per urethram, some 
large enough to block the passage for a half-hour. At this time, the cysto- 
scope showed a calculus in the bladder, as large as a partridge egg. This 
was removed by litholapaxy. The patient now (four months later) is ap- 
parently well. 

Dr. F. TILDEN Brown, of New York. I should like to subscribe to the last 
precept in Dr. Schmidt’s paper—the importance of cystoscopic observations 
after operation in these cases. I shall cite briefly the unfortunate result which 
came from not pursuing this course. It was the case of a woman thirty-eight 
years old, who, for two years before my operation, had had persistent hematuria, 
so that she was reduced to an extremely anemic condition—so well recovered 
after operation as to have had a return of regular menstruation. Cys- 
toscopic examination, when patient was first seen, showed a growth in just 
the position described by the last speaker, that is, the nearest portion of its 
pedicle was within half an inch or less posterior to the right ureteric orifice. 
It was a soft papilloma, in the main portion, and the size of an egg. During 
this intravesical operation, the bladder walls, muscular and mucosa, in antici- 
pation of malignancy in this portion at least, were cut away for some distance 
around this broadly-pedunculated growth, and the walls brought together. 
In anticipation, however, of malignancy, I had already done nephrostomy a 
month before, on this side, and established most satisfactory loin drainage. 
Instead of being convinced after its removal, of a former strong impression 
as to malignancy of the growth, I feared that unnecessarily radical steps had 
been taken in a case of non-malignant growth. This suspicion was strength- 
ened by the woman coming into an excellent condition of health, gaining 
many pounds, making up her loss of blood, and by the disappearance of 
all vesical symptoms, going on in this favorable way, when, about a year 
after the operation—although she had been making six weeks’ interval visits 
to the office to report, and to leave her urine—she now complained, for the 
first time, of having a little pain. I had discontinued even making vaginal 
examinations, let alone cystoscopic. Now making a vaginal examination, 
I was appalled to find a hard mass, bigger than the original tumor, and in the 
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same right side of the bladder, together with bean-sized glands extending into 
the sacral chain, and also that the condition was really past an operative 
stage. A regular cystocopic oversight after the cystotomy would have given 
the patient and operator a chance to take advantage of the preliminary neph- 
rostomy, made in anticipation of just this course of her malady as originally 
correctly conceived. 

Dr. JAmes BELL, of Montreal. I regret I did not hear Dr. Schmidt’s 
paper, but following the lines of this discussion it seems to me that sessile 
pappilomata, of the bladder, whether they are anatomically malignant or 
not, are clinically malignan, They will nearly always return. My ex- 
experience with sessile papillomata of the bladder hos been very discouraging, 
and has led me to regard them as impossible of permanent extirpation. While 
l agree with all that has been said about the difficulty of getting definite reports 
from pathological examinations, it seems to me that the pedunculated growths 
are clinically benign and the sessile are always clinically malignant. 

Dr. SAMUEL ALEXANDER, of New York. In regard to the pathology of 
these cases, I should like to confirm what Dr. Bell has said, and to go farther. 
In my experience, pedunculated papillomata, although not malignant at the 
start, often return as malignant growths after their removal. 

The first case of malignant tumor of the bladder I ever saw was when I 
was associated with Dr. Keyes, Sr. I think Dr. Keyes has reported the case. 
A man had persistent hematuria for over a year. Dr. Keyes did suprapubic 
operation on him and removed in a very beautiful way the growth, cutting the 
pedicle away thoroughly, and taking out part of the muscular coat. The 
pathological examination was made by Dr. Welch, who was then in New 
York, and it was pronounced to be an epithelial growth, but that the malig- 
nancy was not marked. It was not growing rapidly. That case, as I remem- 
ber it, had a period of over four and a half years without a return. Then 
there was a return in exactly the same site, and this growth proved very rapidly 
malignant, and the patient died. 

My own experience in the operation of these cases has been unfortunate 
in regard to the length of time during which the patient enjoys immunity. 

The pathological findings from fragments either removed by the cysto- 
scope or removed by rubbing off with the searcher passed through the urethra 
are unreliable; good pathologists will give an opinion that such growths are 
epithelial, non-malignant; if the upper portion of the tumor is examined you 
will get a different opinion than if the base isexamined. The base is more apt 
to show malignancy. But in the present state of our knowledge, I do not 





76 AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


believe we are able, pathologically, to report positively on what constitutes 
malignancy in the bladder. When we see cases which are put into the class 
of non-malignant tumors return, it makes us question very much whether our 
generalization as to what constitutes malignancy and as to what does not con- 
stitute malignancy is sound or not. And I think we need more information 
on that subject, particularly before we can make any generalization as to the 
anatomical findings, or to interpret the anatomical findings in the laboratory, 
because what might look like a slow epithelial growth might prove, in a very 
short time, to be a malignant growth. 

Dr. H. McC. Jounson, of St. Louis said: ‘‘I wish to ask some of those 
present, who have had experience, what is the result of removing these tumors 
with the operating cystoscope? I have a case under observation at present, 
who has a very small pedunculated papilloma of the bladder, near the left 
ureteric orifice, which, I should think, would be very well suited for it. I 
should like to ask whether one could remove a sufficient amount of the base 
of the tumor with the operating cystoscope, in order to give the patient a 
reasonable chance of immunity from recurrence. 

Dr. HucH H. Youn, of Baltimore. This subject is one of very great 
importance, and the question of determining whether a tumor is benign or 
malignant in the bladder, is one of extreme difficulty. I had a case only 
about two years ago, that I operated on, removing a fairly large pedunculated 
tumor from the left half of the bladder. Cystoscopic examination afterwards 
showed no recurrence at all. The patient returned, however, about a year 
later, with a growth in a different portion of the bladder, and also a recurrence 
in the abdominal wound, although there was no recurrence on the anterior 
wall of the bladder. I operated on him again and found a large intramuscular 
tumor, entirely unconnected with the bladder. I have seen several other 
cases of a similar type. 

I do not feel like the French school, that most of the malignant tumors of 
the bladder come from the prostate or seminal vesicles, for in most of my cases 
they have been unassociated with the prostate or seminal vesicles. 

I have had a number of cases that were perfectly benign, and I do not quite 
coincide with Dr. Alexander that the majority are malignant. I do think it 
is necessary to remove the base, even though the tumor is pedunculated, 
that is, remove the mucous membrane and sometimes the muscle beneath. 

I have recently seen an interesting case, that of a woman operated on in 
Paris, where a large tumor of the left half of the bladder was removed. | 
saw a letter from the surgeon in which he said he had removed it with the 
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bladder muscle. That was in September. I saw her in February, and there 


were fourteen tumors in her bladder, entirely separated from the site of the 
operation, some on the posterior wall, some on the anterior wall, and some on 
the lateral wall. There was a good firm scar in the region where the original 
tumor had been. Our pathologist reports that the tumor is entirely benign. 

I wonder whether a good many of these recurrences are really not im- 
plantations due to rough manipulation at operation. It has occurred to me 
quite often that retractors and other instruments inserted into the bladder 
injured the mucous membrane, and that you might cause implantation in 
this way. It is extremely important to open the bladder widely, not bruise 
or injure the tumors, to excise the mucous membrane around the base, and then 
suture immediately so as not to get implantations. 

I do not think the intra-abdominal operation is necessary, for if the peri- 
toneum is stripped far enough up on the anterior wall a good exposure can 
usually be obtained. Sometimes it may be necessary to divide the urachus 
but that is a simple procedure, and makes further separation of the perineum 
from the posterior surface of the bladder easy. 

I think the suggestion, made by Dr. Watson, of a double nephrectomy 
isa good one and have carried it out in one case in which I ligated both ure- 
ters, and owing to persistent pain in the bladder caused by the bladder clos- 
ing down spasmodically upon the tumor, I afterwards went in through the 
abdomen and removed almost all the bladder. The patient lived eight months 
in greater comfort and died of metastases. It was impossible at the time of 
operation to remove the entire growth. 

Dr. ScHmipT, in closing. I think Dr. Brown asked what course of pro- 
cedure I should pursue if the tumor was in and around the ureter. I should 
like to state that, in my opinion, it is very advisable to catheterize the ureters, 
if possible, if there is an ordinary benign tumor in and around the internal 
ureteral orifice. I can only state that accidents have happened to others, 
and that since this original paper was written one surgeon permitted me to 
operate on him simply for this reason—he was suffering from a tumor of the 
bladder—because he thought it wise to have his ureter catheterized, as it had 
happened to him that he had tied off a ureter in a similar case. 

As to malignant tumors that surround the ureteral orifice, if the rest of 
the bladder is free from any malignancy, there can be no question at all 
that the only procedure to undertake is ureteral transplantation. We have 
one case on record of that kind, where the entire bladder was stripped from 
the peritoneum, and of course, where a cystoscopic examination was made be- 





78 AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


fore operation, and where the tumor was absolutely located; the peritoneum 
was stripped off from the bladder, and the bladder was not entered in the 
usual manner by suprapubic incision, but was only entered at a certain dis- 
tance from the entrance of the ureter into the bladder—a sufficient distance 
from the tumor, so that after this incision was made, a second incision, an 
elliptical incision, on the opposite side was made, and the entire tumor of the 
bladder, with the ureteral orifice, was picked up, the ureter cut off from the 
tumor, and ureteral transplantation made. I think there are a sufficient 
number of these cases met with, that are left alone and not operated on, 
and they are certainly operative cases. Of course, it is a different proposi- 
tion if the entire bladder is involved, and the internal urethral orifice, both 
ureteral orifices, and possibly the glands in the pelvis, where it would not be 
advisable to remove the entire bladder. In those cases I think it is un- 
doubtedly desirable, where the symptoms are so severe, to advise and under- 
take the Watson operation, and one of these four cases that I operated dur 
ing the past year was operated according to Dr. Watson’s suggestion. 

One of the speakers misundertsood me when I said that it was desirable 
to attack all benign tumors from the inside. When I said that, I did not have 
reference to intravesical operations. I think the intravesical operation is 
limited, and it certainly ought to be limited to only those who have great ex- 
perience. Nitze, who had the greatest experience of any man with tumors of 
the bladder, had unquestionably better results, according to his statistics, 
with intravesical operative procedures than with any of the other operative 
procedures. The results showed less recurrences and less mortality and less 
ill result; from his intravesical operations, than in the same number of so- 
called open operations. However, I think that the intravesical operations 
should be limited to those with an unusual amount of experience. 

In a general way, I referred to the open operation as attacking the tumor 
from within, that is, removal of benign tumors by excision, after the bladder 
has been opened. 

Now, Dr. Brown and others approached the subject, and I should simply 
like to read again a few lines taken from Lubarsch. He states: 

“We are compelled to believe that not infrequently bladder tumors will 
appear, which are, in outward appearance, and in histological and clinical 
characteristics, unquestionably benign, but which later on may become trans- 
formed into cancer. In all such cases, there is a stage in which surgical in- 
terference may occur early enough to remove the tumors with the same favor- 
able outlook, as is the case with other benign tumors.” 
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Now since this was written, Lichstenstein, of Zucherkandel’s clinic, has 
reported two cases of recurrence of a malignant tumor some months or years 
following the excision of a benign tumor. In his article he tries to show this 
transformation that I have referred to here in this statement. You will note 
that I refer to it as a recurrence! 

There were other topics that were not discussed, but I should like to state 
this, and try to impress it upon you, that if you can do away with the use of a 
permanent catheter, it is desirable. Now, I do not think it is possible to get 
along without a catheter or drainage of some kind, unless you use gas and 
oxygen. If you use ether anesthesia, and the patient requires hours to come 
out of the effects of the anesthetics, the bladder will become paralyzed 
and inactive, and naturally the bladder will dilate and become filled with urine. 
If the patient has had gas anesthesia, he comes out of the anesthetic, the 
bladder is not paralyzed, and he can respond to the desire to urinate practically 
as soon as he leaves the operating room. For that reason, gas anesthesia 
should be used on all work on the bladder, and I might say it is a very desir- 
able thing in connection with prostatectomies, and I think well worth keeping 
in mind. 


REMARKS ON A FATAL CASE AFTER ONE HUN- 
DRED AND TWENTY-EIGHT CONSECUTIVE 
SUCCESSFUL CASES OF PERINEAL 
PROSTATECTOMY 


By HucH H. Younc, M.D., of Baltimore 


[' has now been clearly established by numerous operators 
that prostatectomy is a very benign operation, and that it can 
be performed on very old and very weak individuals with re- 
markably little shock. Occasionally, however, a death does occur, 
the patient often being in apparently much better physical condition 
than many others who have successfully passed through the 
operation and convalescence. It is with the view of discussing 
the cause of death, and what conditions are to be feared, that I 
take the liberty of presenting these remarks on a fatal result 
after an unusually long list of successful cases. 

Between the twenty-fourth of July, 1905, and the twentieth 
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of March, 1908, I operated upon one hundred and twenty-eight 
consecutive cases by perineal prostatectomy without a death, every 
patient leaving the hospital well or improved. 

The ages were as follows: 


Under 50 years of age... 8 
Between 50 and 5Sgyears .. . 27 
ec 60 “cc 69 “ce 4 i 3 48 


70 i 


“ce 


75 79 - + + IQ 
80 os * are 


Many of these patients besides being very aged were in poor 
physical condition. In twenty cases, more or less severe organic 
heart disease was present, generally characterized by enlargement 
of the heart and valvular murmurs. In several cases there were 
definite evidences of myocarditis, and arterio-sclerosis was a very 
common finding. In five cases, the lungs were emphysematous 
and numerous rales were present, and in one case both lungs 


were extensively involved in tuberculous processes. In six cases 
definite evidence of kidney infection, pyelitis or pyonephrosis 
and uremia were present. In one case, renal calculi and in one 
case, ureteral calculi were found with the X-ray. During this 
period I do not believe more than three cases were refused opera- 
tion, and these were in desperate condition and the operation pre- 
sented no hope of cure. 

I will give a brief abstract.of some of these cases in order that 
one may see that the severe cases have not been avoided: 

No. 1834. McK. aged 82. Married. Very thin feeble and 
anemic. Lips slightly cyanotic. Marked arterio-sclerosis. Pulse 
slightly intermittent. Accentuated second pulmonic. Definite 
myocarditis. Enormous prostate. Alarming hemorrhages from 
the prostatic urethra. Operation. Weight of prostate removed 
300 grams. Noshock. Convalescence good. Result excellent. 

No. 1780. T. W. B. aged 63. Married. History suggestive 
of locomotor ataxia for eighteen years. Blindness due to optic 
atrophy during this time. Urinary difficulty, two years. Catheter 
life, four months. Examination by Dr. Barker. Complete 
blindness. Both knee jerks absent, no arm jerks, tolerably fair 
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co-ordination. Sways some with feet together. Almost complete 
analgesia on lateral surfaces of legs. ‘Tactilesense good. Prostate 
enlarged, small globular median lobe, 370 c.c. residual urine. 
Operation, perineal prostatectomy. No shock, convalescence slow. 
Result good. Urination good. Can hold urine for five hours. 

No. 1768. A. D. N. aged 81. Widower. Feeble old man. 
Very frequent urination by day, incontinence by night. Lungs, 
expansion poor, numerous rales. Greatly distended bladder. 
Residual urine tooo cc. Urine pale. Sp.Gr.1005. Preliminary 
treatment: Catheterized three days before operation. Urine 
improved, Sp. Gr. 1o10, urea 8 grams in twenty-four hours. 
Patient stood the operation well. Six days later there was 
considerable hemorrhage from the perineal wound, followed by 
nausea and vomiting for two days. Salt solution given per 
rectum. No other complications. Left hospital well on the 
twenty-first day. 

No. 1793. W. D. aged 80. Widower. Very weak old man. 
Lungs hyperresonant, sounds distant.. Apex beat very irregular. 
Heart enlarged. Perineal prostatectomy, with removal of calculus 
from right ureter through perineal wound. No shock. In chair 
on the second day, no complications. Went home in four weeks. 
Wound healed, result excellent. 

No. 1796. J. Y. B. aged 68. Married. Prostatic trouble for 
six years. Attacks of renal colic for one month. Kidney very 
tender. High degree of arterio-sclerosis. X-ray shows stone in the 
right kidney. Patient uses a catheter every four hours. Nocom- 
plications after operation except intermittent attacks of pain in the 
region of kidney, fever and occasional nausea. Urine very puru- 
lent. Operation for renal calculus refused. Discharged on the 
twenty-fifth day. Wound healed. Condition excellent, with ex- 
ception of attacks of pain on the right side. 

No. 1821. W D. aged 69. Married. Forsome time attacks 
of nausea and vomiting. Very sick, emaciated man, short of 
breath. Bladder distended, catheterized with difficulty, large 
amount of residual urine. Lungs filled with rales. Urine, Sp. 
Gr. toro. Much albumin and granular casts. Patient treated 
by continuous drainage through a retained catheter for thirteen 
days. During this time there was considerable uremia, intermit- 
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tent chills and fever, and on the fifth day slight collapse. Con- 
valescence very satisfactory after prostatectomy. Discharged 
in good condition in twenty-six days. 

No. 1665. W. W. aged 69. Very weak oldman. Cystoscope 
showed pyonephrosis of the right side. Preliminary treatment: 
Catheterization and hydrotherapy for five days. After operation, 
uremia for a long time. Severe Herpes-Zoster. Prolonged con- 
valescence, but result good. 

No. 1627. T.C. J. aged 75. Very weak old man. Marked 
myocarditis and arterio-sclerosis. Pulse 125. Previous attack 
of apoplexy. Very large prostate. Operation. No shock. Pulse 
next day 98. Wound healed on the twenty-third day. Discharged 
on the twenty-eighth day. Result excellent. 

Other cases could be mentioned in which the patients were in 
much weakened condition, and not prime subjects for surgical 
procedure, but those that we have given will suffice to show 
that there has been no choosing of cases. The fact that forty-five 
cases were over seventy years of age, twenty-three over seventy- 
five and four over eighty years of age, shows conclusively that 
even the very aged patients have been submitted to operation. 
After such a long series of operations upon old men, many of 
whom were in desperate condition, without a single fatality, it 
has seemed to me that a careful detailed study of the case, which 
put an end to the series will be of interest, especially if an effort 
were made to show why the fatal result occurred in this case when 
so many older and apparently more desperately ill patients had 
gone through the operation and convalesced successfully. I have 
therefore given at considerable length a complete history of this 
case. 

No. 1808. J. E. McK. aged 67 years. Admitted March 7, 1908. 
Complaint: ‘Incontinence of urine. Dull pain over bladder.” 
Family History: Negative. 

Past History: Patient had gonorrhoea when a young man, 
but got well without complications. At the age of thirty he had 
syphilis, which recurred twelve years later. He has had no evi:- 
dence of it since. For ten years the patient has suffered from 
intermittent attacks of ‘“‘stomach trouble’’; the first was an attack 
of hiccoughs in 1897 which lasted for two weeks and almost re- 
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sulted fatally. Since then, his stomach has been very weak and 
he has had attacks of nausea, vomiting and hiccough. One of 
these, about two years ago, was associated with a severe hemor- 
rhage, patient vomiting considerable blood. He is alarmed 
about his stomach and has great fear that there may be a recur- 
rence of the hiccough, nausea and vomiting. For several years 
his health has been poor, and during the last two years he has 
lost twenty pounds in weight. 

Present Illness: Began in 1896 with incontinence of urine, 
which would come on about two hours after urination, but as 
soon as he would void urine, there would be no more inconti- 
nence for two hours. Almost every night the bed would be wet, 
and this condition lasted about eighteen months. There was no 
difficulty in voiding urine and his only complaint was inconti- 
nence, which would come on about two hours after he had uri- 
nated, and continued until he urinated again. There was no 
incontinence of feces, no ataxia, no trouble with his eyes, no 
lightning pains. While suffering from this incontinence, he had 
an attack of hiccoughs which lasted for two weeks and weak- 
ened him greatly. In 1898 the patient ceased having inconti- 
nence, the interval between urination being longer, and there 
was no difficulty in starting the stream of urine, no pain, no 
hematuria. For the next seven years micturition was practically 
normal, there being no incontinence either day or night. Dur- 
ing this time, however, he suffered several times with stomachic 
attacks, as described above. In July, 1905, he began again to 
have incontinence of urine, which gradually became worse, and 
has continued up to the present time. About one year ago he 
began to have a dull pain in the region of the bladder, which 
was fairly continuous and is still present. He has never had any 
pain in back, hips, thighs or perineum, and has never passed a 
calculus. He has received no medical treatment, has not been 
catheterized, but during the past two years has lost thirty pounds 
in weight. During the last month he has grown rapidly weaker, 
and his friends have noticed a marked change in him. His sex- 
ual powers began to diminish at the onset of the incontinence, 
and for a long time erections have been absent. 

Status Presens:—Incontinence of urine is present both night 
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and day, but at times patient is able to void a certain amount of 
urine without pain. Although he has never been catheterized, 
his urine has been very cloudy and foul smelling, especially of 
late. He has lost considerably in weight and strength and feels 
very weak, suffering from a dull pain in the suprapubic region 
more or less constantly. 

Examination: The patient is a fairly nourished old man with 
pale lips. Pupils are equal, and react to light and accommodation. 
Chest, barrel-shaped. Costal angle 90°. The expansion is fair- 
ly good and equal on both sides, and the vocal fremitus is every- 
where about equal. The percussion note is abnormally resonant. 
The breath sounds are clear over fronts and backs. Heart: 
Deep cardiac dullness is increased to the left. The heart sounds 
are clear at apex and base. The pulse is regular in rhythm and 
volume, but is of rather high tension. There is a moderate degree 
of arterio-sclerosis. The abdomen is flabby and soft. The liver 
begins at the fifth interspace, and extends to within four fingers- 
breadths of the costal margin in the mammary line. Its edge is 
not felt, and it is evident that its position is very high up or far 
back. The spleen cannot be felt. The bladder is distended 
and reaches to several inches above the symphysis pubis. ‘The 
skin of the abdomen is very flabby and redundant. Nothing 
abnormal is felt in the region of the kidneys. 

Genitalia: There is a small cyst of the globus major of the epi- 
didymis on the left side; genitalia otherwise negative. ‘The groins 
are negative. . 

Rectal: The prostate is moderately enlarged, fairly smooth 
and free from nodules, except along the anterior portion of the left 
lobe, where a peculiar lobule measuring about 1. 5 x. 8 cm. pro- 
jecting prominently from the posterior surface is present. ‘The 
consistence of this nodule is firmer than the rest of the prostate, 
but not of stony hardness. The general consistence of the pros- 
tate is elastic. The seminal vesicles are slightly indurated, but 
otherwise negative. There are no adhesions laterally, and no 
intervesicular mass. The bladder feels quite full. The mem- 
branous urethra is negative. The rectum is negative and there 
are no enlarged glands to be felt. 

Cystosccpic: A coudé catheter passes with ease and finds 800 





AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 85 


c.c. residual urine. The vesical tonicity is fairly good. The urine 
withdrawn is very purulent and much iavage is necessary to get 
the bladder clean. The ureters are difficult to locate, owing to a 
markedly trabeculated condition of the bladder, but their probable 
location was carefully watched. No stream of pus was seen to 
emerge on either side. On the posterior wall, the mouth of a 
diverticulum just back of the trigone was seen. There was no 
calculus present, no ulcer, no tumor. There was a marked 
sacculation between the prominent trabecule, and a very severe 
grade of cystitis. Study of the prostatic orifice showed an in- 
travesical hypertrophy of both lateral and median portions of the 
prostate. There was a deep cleft between the lobes in front, and a 
shallow cleft between the median and lateral lobe on each side. 
The mucous membrane covering the prostatic lobes was smooth. 

March 7,’o8. Urinalysis: Urine is very cloudy, being of a milky 
appearance, and a very heavy sediment forms rapidly after void- 
ing. It is acid. Specific gravity toro. There is a moderate 
amount of albumin, no sugar, and the sediment examined micro- 
scopically shows pus cells and bacilli in great numbers. 

Preliminary treatment: Catheterization four times daily, 
water in abundance, urotropin. Under this treatment the pa- 
tient progressed fairly well. ‘There was no chill or fever and the 
patient was out of doors every day. The patient was nauseated 
slightly, had very little appetite, and appeared weak. Urine was 
secreted in good quantity and there was so little evidence of 
uremia, that it was not thought necessary to continue the cathet- 
erization longer, and at the end of four days his condition 
seemed good enough to warrant operation. 

March 11, 1908. Operation. Young. Ether. Perinea pros- 
tatectomy by the usual technique. The inverted V-incision 
was carried through the skin and subcutaneous fascia;and the 
fossa on each side of the central tendon was opened up by blunt 
dissection with the finger until the membranous urethra was 
reached on each side. The “‘bifid-retractor” was then inserted and 
the central tendon and recto-urethralis muscle divided behind the 
bulb, thus exposing the membranous urethra, which was opened 
upon a sound. The prostatic tractor was then introduced into the 
bladder and the prostate drawn well down into the wound. After 
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dividing the posterior layer of Denonvilliers fascia close to the 
apex of the prostate, the space between it and the posterior sur- 
face of the prostate was entered, and the rectum quickly pushed 
back, thus exposing the entire posterior surface of the prostate, 
and allowing the introduction of a large angular retractor. On 
the left side there was a peculiar lobule, which had apparently 
broken through the posterior capsule of the prostate and was 
adherent to the rectum. It was soft, and did not suggest malignan- 
cy. ‘Two capsular incisions were made, one on each side of the 
urethra, and the lateral lobes were easily enucleated each in one 
piece, without destroying the ejaculatory ducts or the urethra. 
The median lobe came away in one piece with the left lateral lobe, 
no difficulty having been experienced in delivering it to the left 
side by traction and rotation with the tractor. Examination 
with the finger showed no remaining prostatic enlargement, 
a considerably dilated sphincter, but no destruction of the muscle. 
There was no calculus present. The diverticulum could not be 
reached with the finger. Two large catheters which had been 
previously cut and sewed together, so as to present a common 
point, were then introduced through the prostatic urethra into the 
bladder, and irrigation begun. The lateral cavities were then 
packed each with a strip of gauze, which was brought out by the 
side of the catheters at the angle of the wound. The right hand 
was then inserted into a rubber glove, and an examination of 
the rectum made with the index finger. The levator-ani mus- 
cles were found widely separated and the rectal wall thin as 
usual, but there was no tear or apparent injury present. The 
levator-ani muscles were then brought together with a single 
suture of heavy catgut, thus preventing the tubes and gauze 
from pressing against the rectum and supporting it against pres- 
sure at stool. The skin was then partially closed on each side, 
with three interrupted sutures of catgut, and the tubes were 
fastened to the skin at the apex of the wound with a silk suture. 
By this time fluid escaping from the catheter was practically free 
from blood, all clots having been evacuated. The tubes were 
therefore clamped with the bladder full of water, and the patient 
returned to the ward, when the continuous irrigation was re- 
sumed, using a two gallon porcelain tank of sterile salt solu- 
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tion at 120° F. As the amount of blood escaping through the 
catheter became less the inflow was gradually reduced, so that 
there was little difficulty for the nurse to add sufficient boiled 
salt solution from time to time to keep up the continuous irriga- 
tion. The submammary infusion of salt solution was started on 
return to the ward, although the patient was in excellent condition 
Pulse 100. 

Subsequent progress: First day. Patient reacted well, pulse 
one hour later, 80. Nausea began quite soon after operation. 
Saline infusion 1250 c.c. Small doses of water begun four hours 
after operation. 

Second day. Gauze packs removed in the morning (twenty- 
two hours after operation). Irrigation running clear. ‘Tubes 
removed five hours later. Highest temperature, ¢9.2°, pulse, 
108. Considerable nausea, patient very drowsy most of. the 
time. Secretion of urine good. Took by mouth, water sixty- 
five ounces, liquid nourishment forty-seven ounces. 

Third day. Highest temperature, 99.2°, pulse, 96. Up in 
chair one hour. Patient felt better, ate sparingly of light diet. 
Water sixty-four ounces. Urotropin, grains xv; pill, aloin, 
strychnine and belladonna, two. Hunyadi Janos water, ounces 
five. 

Fourth day. Highest temperature, 98.2, pulse, 76. Patient 
slept well, condition good. At seven a.m. patient received 
magnesium citrate, ounces four. Considerable pain in the 
epigastrium with eructation of gas following. At noon patient 
received Hunyadi Janos water, ounces four; after that he com- 
plained of nausea and pain in the stomach. At five p.m. castor 
oil, ounce one. At 7.45 p.m. two aloin-strychnine-belladonna 
pills. Patient had four stools during this day. Complained 
greatly of pain in the abdomen. In the evening began to have 
hiccough, nausea and vomiting, with blood in vomitus. (In 
addition to the inexplicable and outrageous use of purgatives 
above outlined, patient received urotropin, grains x.) 

Fifth day. Nausea, vomiting, hiccough and severe pain in 
the stomach continued. Refused to take nourishment and water. 
Very little urine secreted. Infusion of salt solution 1000 c.c. 
Highest temperature, 99.6°, pulse, roo. 
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Sixth day. Patient was up for three hours. Hiccough and 
nausea at intervals. Salt solution per rectum 1200 c.c. Liquids 
by mouth, ounces one hundred and fifteen. Soreness in stomach 
continued. ‘Temperature, 100.6°, pulse, 100. 

Seventh day. Hiccough and vomiting frequently, soreness 
in the stomach. Temperature, 99.6°, Pulse 100. Mind clear. 
Five stools. Secretion of urine better. Salt solution by rectum 
2400 c.c. retained fairly well. 

Eighth day. Soreness in stomach and vomiting continued; 
hiccough less. Blood in vomitus. Patient very weak. Four 
stools. Salt solution per rectum 2400 c.c. fairly well retained. 
Highest temperature, 100.8°, pulse, 106. 

Ninth day. Severe pain in the stomach continued. Vomiting 
during the day. Frequent involuntary stools. Infusion 1000 c.c. 
Secretion of urine small. Patient clear mentally, but very weak. 
Highest temperature, 102°, pulse, 116. Unable to retain nourish- 
ment and water. 

Tenth day. Patient remained mentally clear but became 
progressively weaker. Nausea and frequent vomiting continued. 
No food or water by mouth retained. Highest temperature, 
103.4°, pulse, 100. Vomitus contains considerable blood. 

i Eleventh day. Patient became rapidly weaker. Complained of 
pain in the stomach and vomited large amounts of blood-stained 
fluid. Transfusion goo c.c. salt solution with slight improvement. 
Patient gradually became worse and died during the morning. 

March 21,’08. Autopsy. No. 3029.—Anatomical diagnosis: 
Hydronephrosis bilateral, atrophy of the kidney parenchyma. 
Pulmonary emphysema, aspiration of the stomach contents into 
the left bronchus. Multiple ulceration of the cesophagus, local- 
ized atheroma of the aorta, congenital malformation of the 
kidneys. (Union of kidneys at lower pole.) Congenital mal- 
formation and malposition of the liver. 

Abstracts from autopsy: There is a curious malposition of 
the liver. The organ lies almost entirely in the posterior portion 
of the upper half of the abdominal cavity. It is rotated upwards 
and backwards around its transverse axis so that what would 
ordinarily be its inferior surface presents anteriorly. That por- 
tion of the liver that can be seen from the front is practically the 
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whole inferior surface. The common duct is in full view on its 
way to the duodenum which, with the stomach, is in normal 
position. The spleen lies considerably posterior to its normal 
position. 

There is a tremendous excess of the epicardial fat. The 
bronchi contain a small amount of coffee-colored fluid evidently 
vomitus. The air vessels are distended. 

The kidneys are united at their lower extremities by a small 
cordlike rounded band of what appears to be kidney tissue. 
This cord is about three cm. in diameter. The capsule of the 
kidney is thickened, and stripped with considerable difficulty, 
leaving a coarsely granular surface which is mottled red and 
yellow. The pelves of the kidneys are enormously distended 
and about the size of small oranges. The longitudinal section 
of the kidneys shows the architecture of the kidneys to be com- 
pletely destroyed. There is nothing to indicate the normal 
arrangement of the pyramids and the cortex, but the section is 
| made up of a cortical line about 3 mm. in width while the rest 
of the kidney consists of several large cysts which connect with 
each other but are partly separated by small septa of kidney 
tissue. The left kidney shows more excessive atrophy and 
dilatation than the right which is described above. Nothing of 
a purulent nature can be made out in either kidney. Both ureters 
are enormously increased in calibre and measure 2.5 cm. in 
diameter. Aorta: There is a deep patch of atheroma about 
the size of a quarter of a dollar at the junction of the aorta and 
thoracic aorta. 

(Esophagus: There are numerous small superficial ulcer- 
ations and two grayish opaque plaques about 1 cm. in diameter. 

In reviewing the treatment of this case, it is evident at once 
that several serious mistakes were made. The preliminary cathe- 
terization should certainly have been carried out for a longer peri- 
od than four days, especially in view of the fact that nausea was 
present; the operation should have been delayed. Urotropin 
was administered from the day after the operation, when on ac- 
count of its irritating action on the stomach it should not have 
been given. I have been unable to discover how the frightful 
blunders occurred, by which the patient received on the fourth day 
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four different purgative medicines in close succession. Before 
these were given the condition of the patient seemed very prom- 
ising. ‘The urinary secretion was excellent. There was no nau- 
sea. He was out of doors and was able to eat and drink fairly 
well. Following this awful use of purgatives the patient was 
taken with a severe pain in the stomach; hiccough, nausea and 
vomiting of blood, and involuntary stools began. After this the 
patient suffered greatly with a severe pain in his stomach; hic- 
cough, nausea and vomiting persisted and finally ended in death, 
on the eleventh day. 

Under medical consultation it was thought wise to continue 
the use of liquids by mouth. This I believe, was a mistake and 
I now believe the appropriate treatment would have been saline 
infusions every day, no food by mouth, lavage of the stomach. 
Owing to the clearness of the patient’s mind I did not suspect 
uremia, and on this account did not use infusions more abundant- 
ly as is my usual custom. That the case was mismanaged is 
evident and I do not wish to disclaim my responsibility, but I 
must admit that a long series of successful cases and confidence 
in the routine treatment which had been established caused me 
to be less alert than I might have been. 

It is very easy to look back and see what mistakes have been 
made, but I firmly believe that if the unfortunate and inexplicable 
administration of so many purgatives on the fourth day, had not 
occurred, the patient might have recovered, but even after this 
occurrence I believe he might have been saved by infusions and 
rectal feeding as mentioned above. 

My confidence in the belief that the patient could have been 
saved is based on a number of somewhat similar ‘cases, one of 
which was in the hospital at the same time and which was ap- 
parently so much more desperate that much greater care was 
taken in giving preliminary and also post-operative treatment to 
prevent uremia and anuria. 

This patient, aged 69, had had increasing difficulty and fre- 
quency of urination for four years. For a long period the bladder 
had been distended and nocturnal incontinence of urine present. 
The bladder was so greatly distended that the abdomen resembled 
that produced by a pregnant uterus at full term and the catheter 
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withdrew 2500 c.c. residual urine. The urine was very pale, spe- 
cific gravity 1002, and the patient markedly uremic. Very soon 
after the bladder was emptied a stupor came on and at once vigor- 
ous efforts were adopted to prevent fatal uremia. The catheter 
was fastened into the urethra and the patient was given as much 
fluid by mouth as possible. For several days he was desperately 
ill, markedly uremic, with hiccough, stupor, fever, rapid pulse 
and urine of very low specific gravity. There was no nausea, 
however, and the patient was able to take fluid in large amounts, 
and besides this received infusions and enemata of salt solution. 
After hanging in the balance for several days he gradually began 
toimprove. The amounts of liquids given by mouth were gradu- 
ally reduced and the specific gravity of his urine gradually rose 
from 1002 to 1010, and the patient was, at the end of nineteen days, 
in such excellent condition that an operation did not seem too haz- 
ardous and was accordingly performed. There was no shock pro- 
duced by the operation (perineal prostatectomy), and no nausea 
immediately following. After the removal of the gauze from the 
wound there was very severe hemorrhage which markedly weak 
ened the patient and following this there was a return of the hic- 
cough and nausea for a few days. Infusions and considerable 
water by mouth were given and the patient gradually improved 
and left the hospital at the end of four weeks in excellent condition, 
with the wound healed, and able to retain urine for five hours. Ex- 
amination one month later showed urine in excellent condition. 
Specific gravity 1010, urea G-14 to the litre. The improvement 
in this case was so remarkable, that it seems desirable to give be- 
low a chart, showing the amount of liquids given and the amount 
and specific gravity of the urine every day. 

It seems probable from the history of this case that the ureters 
and kidneys were as much or more dilated, and the renal par- 
enchyma probably fully as much impaired as in the fatal case 
given above. It is a brilliant example of what can be accomplished 
in these dangerous cases characterized by chronic vesical over- 
distention and uremia, by preliminary treatment consisting of 
frequent or continuous catheterization and water in large amount, 
by mouth, rectum or infusion. I believe now that several of the 
fatal cases which have occurred after prostatectomy, could have 
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been averted if this treatment had been carried out longer, and I 
firmly believe that by applying these principles of good drainage 
and abundant hydrotherapy before and after operation, and by 
keeping the patient out of bed and out of doors as much as possi- 
ble, a fatal result after prostatectomy should be a very rare oc- 
currence, and that there is no need of reserving the operation for 
those cases who are not in desperate condition. In the great 
majority of cases the operation can be performed without delay 
and without the necessity of prolonged preliminary treatment, 
but the latter is distinctly necessary in cases characterized by long 
standing and great urinary residuum which is almost always 
associated with marked dilatation of the ureters and kidneys, 
great impairment of the renal function and these are the cases 
that are very prone to have renal suppression after jthe first 
catheterization or after an early operation. 
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Day | 


Mar. 
12’08 
13 
14 
15 
16 
17 
18 
19 
20 
21 
22 
23 
24 
25 
26 
27 
28 
29 
30 


31 
April 
I 


93 


TWENTY-FOUR RECORDS. 
|Sp.Gr.| 


Urine 
Amount 


5QO0c.c. 
8420” 
6500 ” 
4820” 
6300 ” 
7100 ” 
5700 ” 
9960” 
7400 ” 
7650 ” 
6500” 
6640 ” 
5450” 
5780” 
4320 ” 
4520 ” 
4480” 
4150 ” 
2980” 


1004 


1002 


3100 ”? 


Operation 


1700C.C. | IOIO 





Rs 9 
5500C.c. 
6300 ” 
8700” 
gooo ” 
9800 ”? 
9700 ”? 
8700 ” 
10000 ”’ 
8500 ”? 
7500” 
8500 ”? 
7500 ”? 
5500 ” 
5000 ” 
4000 
3750” 
3250 ” 
3500 ”? 
3000 ”? 


” 


3250 ”? 
500 ”? 


3000 ” 


4000 ” 


6000 ”’ 


In- 


fusion 


1000 


1000 


En- 
ema 


103 
103 
IOI 
IOI 
102 
102 
102 
100 
100 
100 
99 
98 
98 
98 
99 
99 
99 
99 
99 





98 


99 
100 


100 
100 
100 


99 
98 


98 


|Tem.|Pulse| 


Condition 


120|Urem. hiccough. Stupor 
II2 “ “cc 
110 


95 
go 
go 
85 “ 

go 

85|Hiccough less. Imp’ved 
80 


go 


“ Very sick 





go|Much improved. 

95 

go 

go 

go 

go 

go|Condition excellent. 

80|Retention catheter for 
nineteen days now. 


go 


100|No nausea. 
136|Severe hemorrhage. 
116|Hiccough. 





112|Hiccough. Nausea. 
108|No nausea or hiccough. 
96|Condition fine. 
80/Voiding through ure- 
thra. 
80|Wound healed. Retains 
urine five hours. Pa- 
tient discharged. 
Urea G-14. Patient en- 
tirely well. 
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DISCUSSION 


Dr. GEorGE S. WHITESIDE, of Portland, Oregon. It seems to me it is 
very difficult to disentangle this question as to mortality, because these patients 
all are old men. Some of them are older than others, and many of them ‘are 
feeble. Many of them would die in the course of a few months or a few years, 
if the surgeon left them alone. The question is, ofttimes, whether the operation 
really prolonged their life, or made no difference at all, or whether it hastened 
their death. It is very difficult to decide how long after a prostatectomy it is 
fair to assume that a man’s death from pneumonia, or apoplexy, or a dilated 
heart, or a dilated kidney, or any other incidental condition that he may have 
had previously or acquired since his operation, may have been dependent upon 
the surgery done on him. A case, for instance dies of uremia three or four 
or five months after operation. Who can say? He might have had uremia 
and died after five months without that operation, if I had not operated on 
him. On the other hand, possibly my surgical interference may have caused 
him to die at the time he did, when otherwise he would have lived longer. It 
is very difficult, as I said before, to separate these cases in such a way that 
we can really say, in any specific case, that operation has hastened death or 
has prolonged life, except in those cases where death has taken place within 
a very short time, and from something which is perfectly evident as being the 
surgeon’s fault. 

Dr. Francis R. HAGNER, of Washington. One thing is interesting to 
me, because I did the same operation on a man that lived nearly three years 
afterwards. ‘The gentleman died from apoplexy, and I was fortunate enough 
to get an autopsy. I think I saw the bladder and the empty prostatic cap- 
sule described in Dr. Young’s case. That specimen looks just exactly like 
my case, except the cavity where the prostate was is not so large. Inmy 
case the prostate was very large, and the posterior urethra had two opening 
in it where the prostate had been removed, and both of these little sacks had 
some purulent material in them. I had sections cut from them, and they 
were lined with mucous membrane. The mucous membrane had grown 
around in this sack. Dr. Young’s specimen shows exactly the same condition 
but not in the same degree—just like the mucous membrane had fallen into 
the cavity and become adherent. 

Dr. GEORGE K. SwINBURNE, of New York. I should like to relate a 
case that I saw two years ago. A gentleman, in the neighborhood of seventy- 
five, had been in catheter life for some time, and had a very bad cystitis. He 
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was being catheterized by a nurse every three hours, and much oftener. The 
heart was in very bad condition, though I do not recall now just what the 
lesions were, and the man was emphysematous and badly troubled with 
asthma. I was called in to give an opinion as to whether he would be likely 
to survive an operation, and I very decidedly said I did not believe he would. 
I advised the injection of 10 per cent. argyrol at the end of catheterization. 
This proved to be too irritating to him, and it was reduced to 3 per cent., 
which he was able to stand. The prostate was enormously enlarged. He 
was seen by another gentleman, who advised against prostatectomy. He 
gradually began to improve. He has since recovered from his heart trouble 
to a great extent. His asthma is much better. It bothers him at times, but 
isnot very marked. He has given up catheterization entirely. I do not know 
the amount of residual urine, but he has no discomfort, and uses his catheter 
only once in a great while—about as good a result as he would have had if 
he had had a prostatectomy. 

Dr. Francis R. HAGNER, of Washington. The only criticism of Dr. 
Young’s work is that he makes it appear so easy, and that is the opinion it gives 
men all over the country about prostatectomies. It makes them think that it 
is not a serious operation, and a number do the operation that have no right 
todo it. They know that Dr. Young has had 140 odd cases with one death, 
and they say, ‘“‘If he can do it, I can do it.”” Then they operate on the case, 
they do not do it so well, and why? Because the patient does not have the 
attentive pre-operative and post-operative care that Dr. Young gives his cases. 
I do not think anybody has better results than he has, and I believe we ought 
to be very proud of him. I think it ought to be understood that great care 
is used in treating them, and I think that should be impressed upon the general 
surgeon that they may not treat this operation with levity, for it is a serious 
operation. 

Dr. Younc in closing. I did not have a chance to give all the important 
points of the paper. One of them was this: Why should this man with 
1,000 c.c. of residual urine die with uremia, when other cases with from 2,000 
to 4,500 c.c. residual urine recovered? Possibly his stomach had something 
to do with it, but I believe it was a uremic death. I think that a number of 
these cases that have been operated on with residual urine, varying from 1,000 
to 2,500 c.c. have had practically the same condition as you see here, greatly 
dilated ureters, dilated renal pelves, and thin cortices. The specific gravity 
in this case was 1010, and the percentage of urea was very good, but these 
kidneys look practically useless. I believe death in this case was due to the 
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treatment. If I had not felt that the condition was entirely stomachic, and 
had used sweating, blood-letting, and other measures to combat uremia, | 
believe he could have been saved. A patient who was in the hospital at the 
same time, had, instead of 1,000 c.c., 2,500 c.c.residual urine, and was so 
desperately uremic that he had to be held in bed, had hardly any urea, the 
specific gravity of his urine being only 1,001. That patient under three 
weeks’ treatment, with constant drainage with a catheter, with daily infusions, 
and with sweat baths got entirely over his nausea and vomiting and uremia, 
was operated on at the end of three weeks, and left the hospital perfectly well. 

I want to show you this specimen, because I believe it was a preventable 
death. I believe if we had withheld food, washed out his stomach, and given 
saline infusions and enemata, I believe he could have been saved, just as others 
in worse condition have been saved. 

The point of the paper was to show that there are certain cases in which 
operation should not be done at once, cases that have not been catheterized, and 
although the urine is of pretty good quality when first examined, the amount 
of residual urine present is very large. In such cases, anuria or marked dis- 
turbance in the function of the kidneys may result. When you suddenly 
remove the pressure by operation, the kidney which has been working against 
pressure for years stops working. Those are the cases that we have to be 
careful with, and those are the cases that we have to put on preliminary treat- 
ment. 

I really believe that if cases are carefully examined, and if water is forced 
before and after operation, prostatectomy itself is one of the most benign of 
operations. I cannot help but believe so, because I have presented you a 
truthful statement of 128 consecutive cases in which no death occurred. I 
do not think I am giving the medical profession a wrong idea or causing a 
wholesale slaughter of the innocents. I believe if the reasons why those cases 
have been successful are known, it will clear this question. It is not the oper- 
ation, northe operator. It is the pre-and post-operative treatment, and above 
all it is water. 
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CONTRIBUTION TO THE SURGERY OF THE 
PROSTATE 


A. THE RESTORATION OF VOLUNTARY CONTROL OF THE URO- 
GENITAL SPHINCTER IN CASES OF INCONTINENCE OF URINE 
FOLLOWING OPERATIONS UPON THE PROSTATE. B. AN 
OPERATIVE DEVICE IN THE TREATMENT OF 
URETHRO-RECTAL FISTULAE 


By SAMUEL ALEXANDER, M.D., of New York 


sometimes after operations upon the prostate is imperfectly 

understood. ‘This is very largely the result of ignorance of 
the physiological mechanism which presides over urination. An 
examination of the various standard works upon medicine and 
surgery sheds little light upon this subject, but rather adds to 
the difficulty, owing to the conflicting statements made therein 
without adequate explanation. 

I question very much whether it is possible from our present 
knowledge to write a strictly accurate description of the complex 
physiology of the urinary act. It is certain, however, that much 
of the confusion which now exists can be removed. 

I have endeavored, in another place, to give as clear a descrip- 
tion of the physiology of urination as our knowledge of this 
complex process permits. I purpose in this paper to present 
some observations in regard to the cause of certain forms of 
incontinence of urine, and to describe a method of treatment 
which I have employed for its relief, and which I think has not 
heretofore been suggested. 


r NHE mechanism of the urinary incontinence which occurs 





98 AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 


The class of cases to which I desire to call attention are those 
in which there is a more or less complete inability to retain urine 
in the bladder, owing to partial destruction of the urogenital 
sphincter, or of its attachments, caused by surgical operation. 

During recent years, the popularity of prostatectomy in the 
treatment of obstructive prostatic disease, and the prevailing 
belief that any surgeon, no matter how limited his experience or 
knowledge, may perform these operations, has multiplied these 
cases manifold. I say this advisedly, because during the past 
three years more cases of this kind have been admitted into the 
service under my charge at Bellevue Hospital than heretofore. 

These patients were operated upon in other hospitals, and 
as a result of the manner in which the operations were performed, 
their condition was made worse, and ultimately they were trans- 
ferred to Bellevue Hospital. Many of them, according to popular 
standards, could be classed only among the hopelessly incurable. 

In some of these cases the obstructing portion of the prostate 
had been only partially removed, and sufficient obstruction re- 
mained to require a second operation for its removal. In other 
cases, the anterior wall of the rectum had been torn and there was 
at the time of their admission to the hospital large urethro-rectal 
fistule. ‘The perineum in these latter cases was little more than 
scar tissue, owing to ineffectual attempts to repair the damage 

In most of these cases there was a more of less constant 
leakage of urine, either into the rectum or through the perineal 
fistule which remained open, or through both. In other cases, 
although the prostate had been removed, so much damage had 
been done to the urogenital sphincter, that there was more or 
less constant dribbling of urine through the urethra. 

As most of these patients were advanced in years, weakened 
physically by disease, and by a prolonged convalescence after 
serious surgical operations, the prospect of any amelioration of 
their symptoms seemed remote. The treatment of these cases, 
however, was undertaken, with a determination to spare no 
time or pains to accomplish a cure. 

We may for convenience divide these cases of incontinence 
into two classes, viz.: 

a. Those complicated by urethro-rectal fistula. 
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b. Those not complicated by urethro-rectal fistula. 

The cause of the urinary incontinence in all of these and 
similar cases is, I believe, due to more or less destruction of the 
fibres of the urogenital sphincter muscle, or to a malposition 
of the attachment of the fibres of parts of this muscle, so that they 
can act only at a disadvantage. The co-ordinate action and 
reaction which normally exists between the intrinsic muscle of 
the bladder and the sphincter is therefore disturbed. It will 
be found that incontinence of urine occurs most frequently when 
the roof of the prostatic urethra, and with it, the arch which the 
urogenital sphincter forms in front of the canal, is damaged. 
It occurs also more frequently in those individuals who have 
naturally a more or less atonic muscular mechanism. 

The principle treatment is: 

1. To restore, when necessary, the perineum, the rectal wall 
and the urethra to a condition as nearly approaching the normal 
as possible. 

2. To teach the individual by exercise to use what remains 
to him of the urogenital sphincter musclé, so that he may acquire 
voluntary control over the retention and expulsion of urine. 

When the control of urination by voluntary effort is attained, 
automatic control will follow as a physiological necessity. 

Any atonic or damaged muscle may be made to act, and the 
power of its action gradually increased by proper exercises. 

It is the method of application of these principles of physiology 
to the act of urination, that constitutes the virtue of our treatment. 


THE OPERATIVE TREATMENT OF URETHRO-RECTAL FISTULA 


The closure of urethro-rectal fistulae is looked upon as one 
of the most uncertain and unsatisfactory of operative procedures. 
The difficulty of keeping the line of sutures free from infection 
and of effectively draining the bladder, make a failure of these 
operations, the rule rather than the exception. It is therefore a 
satisfaction to be able to report that I have so far overcome the 
difficulties formerly encountered, that I have been able to close 
these fistula permanently by a single operation, and by methods, 
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which, while they require experience and careful nursing, can be j 
successfully employed by any competent surgeon. 
It is necessary in these cases of urethrorectal fistula following § 
prostatectomy, to determine first, whether all obstructing portions § 
of the prostate, especially all intravesical projections, have been 
removed, and whether the bladder is free from calculi. I mention 
these facts, because I have met with cases in which not only was § 
the prostatectomy incomplete, but in which calculi, and in some 
instances encysted calculi, were found in the bladder. 

When these conditions are present they should be removed, 
and the prostatic urethra and vesical orifice should be made 
even and smooth to the touch, before an attempt is made to close 
the urethro-rectal fistula. 

To close the fistula, the patient is prepared by a few days’ 
purgation with castor oil, and the bowel is washed out thoroughly § 
at the time of operation. 

With the patient in the lithotomy position, a curved incision 
is made in the perineum in front of the anus, extending from § 
one tuberosity of the ischium to the other; the central portion of § 
the perineum is divided, and the dissection is carried upward 
between the rectum and the prostate, so as to expose the wall ff 
of the rectum externally for at least one-half inch above the upper 
margin of the fistula. 

This dissection is to an inexperienced surgeon difficult; for 
after the prostate has been removed, the tissues are very thin 
between the rectum and the urethra. It will be found that more 
space in the perineal wound can be obtained by dividing the 
origin of the transversus perinei muscles from the ischium, or, 
at least, the more superficial part of these muscles. 

The edges of the fistula should be separated from the urethra § 
by cutting with a sharp knife and scissors, and not by blunt dissec- § 
tion. The edges of the urethra, at the seat of the fistula, should 
be carefully refreshed by cutting away all overgrowing mucous 
membrane from the urethra, but the urethra should not be sutured. 

The tissues about the fistulous opening in the rectal wall 
are then refreshed with curved scissors and made smooth. All § 
hemorrhage should be stopped and the wound made as dry as 
possible. The opening in the rectal wall is then closed by in- § 
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terrupted Lembert sutures of chromicized catgut, placed from 
the perineal side by means of a round curved needle. These 
sutures should not include the mucous membrane of the bowel. 
One suture should be placed well above the upper margin of 
the opening and one well below the lower margin. It will be 
found convenient to introduce the sutures from below upward, 
and not to tie any suture until all have been placed. 

After the opening into the rectum has been closed, the bladder 
and bowel are to be irrigated by means of a metal tube. During 
this process the bowel should not be distended. No drainage 
tube is put into the bladder. 

To protect the line of suture in the rectal wall, I have devised 
| the following expedient: A small triangle of gauze consisting 
of six or eight layers is made to fit the wound. The apex of this 
triangle is carried by forceps up to and behind the vesical orifice. 
Between the layers of gauze, a 10 per cent. iodoform ointment, 
made with vaseline, is then injected from a glass syringe between 
the layers of the gauze, and the little pad is then plastered down 
so as to fit the posterior surface of the perineal wound accurately. 

As the urine flows from the bladder over this pad, it is shed 
off this as water is from a duck’s back. 

The gauze is not to be changed unless the pad becomes 
displaced, fresh vaseline is added to the surface of the pad 
twice a day. 

The external wound is dressed by gauze pads, to absorb 
the urine as it flows out of the wound. 

I have usually confined the bowels by the use of opium for 
one week, and have then given a dose of castor oil,and have 
superintended the giving of an enema at the time of the first 
movement. 

On each day, during the first week, I introduce into the rectum 
a metal tube, and wash out the lower bowel without distending 
it, and then inject into the rectum about one or two drachms of 
iodoform ointment. I am now able uniformly to get solid union 
of these fistula. It requires, however, attention to minute details 
and good nursing and careful watching. The results are a full 
compensation for the work. 

The perineal wound is given the most careful attention during 
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cicatrization, so that it will fill in from the bottom without fistula. 
Sounds are passed after the first ten days, as they may be required 
to keep the urethra free from stricture and to make its walls 
smooth. 


THE RESTORATION OF VOLUNTARY CONTROL OF THE 
UROGENITAL SPHINCTER 


After restoration of the rectal wall and of the perineum, these 
cases of urinary incontinence come into the second division of 
our Classification, and are to be treated as the cases of incontinence 
not complicated by urethro-rectal fistula. 

Every surgeon who has had extensive experience in the per- 
formance of prostatectomy has encountered these cases, and 
the occurrence of this disability has frequently been presented 
as an argument against the operation. Happily, the great ma- 
jority of cases of prostatectomy skilfully done, do not suffer from 
this disability. But there is a sufficiently large minority that 
does so suffer, and so far as I know, no adequate method of treat- 
ment has heretofore been suggested. 

The method which I now present has had an extensive trial 
during more than three years, and the results which have been 
obtained have justified our most sanguine expectations. 

I had the honor to show to the Society of Clinical Surgery 
at their meeting in New York, last October, a large number of the 
cases which form the basis of this paper, and give a practical 
demonstration of the method of treatment by which these patients 
had been cured. 

This inability to retain the urine as I have said, may be more 
or less complete, and I have seen the following different degrees: 

1. There may be what is practically, if not literally, a complete 
incontinence. The action of the urogenital sphincter seems to 
be abolished, and the urine almost as fast as it flows from the 
ureters into the bladder, flows out through the urethra, drop by 
drop. The flow is usually intermittent, and corresponds to the 
intermittent flow from the ureters. 
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2. The bladder may be able to retain a small quantity of 
urine, but when this amount is exceeded, there is leakage. 

3. The leakage may be intermittent, occurring at certain 
times during the day. There is often no leakage during sleep, 
nor for several hours after rising in the morning, but toward 
evening, when the patient becomes physically tired, there is more 
or less incontinence. 

4. The patient may have perfect control while sitting or 
lying down, but when standing or walking, there is involuntary 
leakage. 

5. There may be leakage immediately after the urinary 
act, caused by retained urine in the urethra as the result of an 
atonic condition of the urethral walls. 

These different degrees of disability are subject to infinite 
variation. 

The effect of this inability to retain the urine upon the minds 
of men naturally feeble, or made feeble by sickness and by dis- 
appointment, is often lamentable. And it is very necessary to 
arouse in the minds of these patients the hope that their disability 
is not a permanent one. The influence of suggestion here is 
undoubtedly great, and no time or pains should be spared to 
impress them, with the reasonableness of a promise to cure them. 
This is essential, because without the hearty and intelligent 
cooperation of the individual patient, a cure is impossible. On 
this account and to accomplish the best results, I have adopted 
the plan of treating several patients together in the hospital; so 
that those who are beginning to be taught to gain urinary control 
may be encourged by those who have been taught, or who are 
at least further advanced toward a cure than they themselves are. 

The method of instruction must vary with each case, but 
a general idea of the plan pursued in most cases may be given 
in outline. 

The principle of treatment is to make the individual learn 
by practice, to exercise voluntary control over what remains of 
the urogenital sphincter, thus to prevent the escape of urine. If 
this can’ be done, automatic control follows as a physiological 
necessity. 

The difficulties to be overcome are greater than they might 
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at first seem, because in some of these cases there has been a very 
extensive destruction of the urogenital sphincter, by the improper 
performance of the prostatectomy. Yet, even in the seemingly 
hopeless cases, it is surprising to find how readily the parts re- 
maining of this complex muscular mechanism, which we call 
the urogenital sphincter, may be trained to compensatory work. 

The first step in accomplishing this result, is to accustom the 
individual to moderate bladder distention. A catheter is in- 
troduced through the urethra and a warm saline solution is in- 
jected. The quantity injected, should be just short of that suf- 
ficient to excite vesical contraction and a desire to pass urine. 
The catheter is then closed by the finger, and the individual is 
instructed and urged to exert himself to retain his urine; this is 
continued for several minutes; then, continuing to urge the patient 
to “‘hold his water”, the catheter is withdrawn. The fluid from 
this bladder is usually at first expelled, but the patient is urged 
during the entire time to prevent its escape. 

This procedure is repeated several times and with varying 
quantities of fluid. 

After a few days, it will be found that the ability to retain 
some of the fluid injected is acquired. This fact should be 
pointed out to the patient, and he should be encouraged in his 
efforts. He should be instructed to make voluntary effort to 
control the escape of urine whenever he can. 

After he has acquired the ability to control the injected fluid 
in the recumbent position, he is taught to control it when moving, 
when getting out of bed, when sitting down and when performing 
certain mild calisthenic exercises, as raising first one foot, then 
the other foot, sitting down and then arising. These actions 
are at first done with deliberation, then more rapidly. 

In order to prevent leakage, it is important to see that the 
urethra is completely emptied after each act of urination. In 
old men whose muscular structures are relaxed, or in whom the 
accelerator urine muscle has been injured, the urethra does not 
empty itself, and the presence of urine in the canal excites the 
contractility of the bladder and causes dribbling of urine. The 
patient is instructed to press upon the perineum with the fingers, 
and to strip the urethra after each act of urination. 
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As soon as he has acquired any voluntary control, he should 
be instructed to urinate at frequent intervals, and each act of 
urination should consist of an exercise of interrupted urination; 
viz., to begin the act, to cut off the flow; to begin again, to control 
the flow. 

At first, all of these exercises must be done under supervision; 
and the rapidity with which the results are obtained will depend 
in a measure upon the intelligence of the individual, and his 
co-6peration in the treatment. An ignorant, discouraged, sulky 
old man is hard to teach; but it can be done if one gives the time 
and energy necessary. 


DISCUSSION 


Dr. HucH H. Younc. The case I wish to report to-day is that of a young 
man, thirty years of age, who came to me on January 30, 1907. The history 
given was briefly this: Eighteen years ago he had an attack of gonorrhoea, 
from which he had completely recovered in a month. His urinary and sexual 
powers were normal. Six years ago, following an injury, he had cystitis, 
which caused him much pain, and after that he suffered greatly with fre- 
quency of urination, pain in the urethra and bladder, but no incontinence, 
no difficulty in voiding urine. Fifteen months before he appeared at my 
office, he consulted a surgeon in another city on account of this chronic cys- 
titis. He said he was at that time voiding frequently, was suffering great 
pain, so that a perineal operation was advised and carried out. As far as I 
can understand from the patient’s description, the operation consisted of an 
external perineal urethrotomy, with the insertion of a large tube into the 
bladder through the perineum. As the symptoms persisted after the oper- 
ation, the drainage tube was left in the perineum for three months, at the 
end of which time the wound closed, but the patient continued to suffer pain 
and incontinence. When he came to me, fifteen months after this operation, 
the prostate and seminal vesicles were normal. The urethroscope showed 
that both of the sphincters, internal and external, were dilated, that the usual 
punctiform closure was absent and in its place transverse slits. There was no 
urine in the bladder, but although it was constantly empty its capacity was 
325 c.c. and its tonicity good. The patient had incontinence of urine, wore 
a rubber urinal, and suffered very much from pain in the urethra, owing to 
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the constant presence of urine, so that he had acquired the morphine habit 
and for many months had been taking forty grains a day. The drug had 
completely undermined his mental and physical character. I decided to try 
local treatment; massage of the prostate, dilatation of the urethra, but these 
made him worse, and as he was suffering greatly I advised an operation. It 
was evident that in the previous operation both sphincters had been divided; 
I decided to attempt to restore both of them if possible. 

OPERATION. Suprapubic cystostomy was first performed, so as to ex- 
amine the vesical sphincter. The urethral orifice was found to be gaping and 
the index finger could be easily inserted. It was quite evident that the sphinc- 
ter had been divided or ruptured and that it failed to close the orifice. In 
order to bring this together, it was thought best to excise the mucous mem- 
brane in the lower half, thus exposing the muscle beneath. Examination 
then showed what seemed to be ends of sphincter on each side; these were 
later caught up with tenaculum forceps, and two catgut sutures placed so as 
to draw the muscles together and produce a well closed sphincter. In so 
doing, a small artificial median bar was produced. A large mass of scar tissue 
was found in the perineum; this extended from the cutaneous scar, which was 
quite broad, to the urethra itself, and from the posterior part of the bulb along 
the membranous urethra to the anterior portion of the prostatic urethra. 
The median incision through this scar tissue showed no evidence of muscle 
adjacent to the urethra. A considerable mass was therefore excised on each 
side, along with some urethral mucous membrane, which was very redundant 
and thick. At no place did the urethra come together as if there were a 
sphincter surrounding it. This dissection was carried well out on each side 
until healthy looking muscle was reached, it being necessary to go for a dis- 
tance of about one cm. On the left side, a definite sphincter-like muscle was 
found; on the right it was not so definite, being rather longitudinal than circu- 
lar. Healthy looking muscle was also obtained on each side, well down to- 
wards the prostatic orifice. In the region of the membranous urethra a de- 
pression was seen along the anterior wall, and above this was a rather prom- 
inent fold. It was thought best to make an incision here to see whether 
definite muscle lay beneath, but on examination, it seemed evident that the 
sphincter had been divided or ruptured and that scar tissue had replaced it. 
This portion of tissue was therefore excised, and muscle drawn together with 
sutures of catgut. The wound was then closed with several layers of inter- 
rupted catgut sutures, the mucous membrane being drawn together with three 
sutures at wide intervals, and the periurethral muscle approximated with 





AMERICAN ASSOCIATION OF GENITO-URINARY SURGEONS 107 


numerous sutures of interrupted catgut, particular care being taken in the 
region of the membranous urethra to obtain good muscle for approximation. 
Perineal drainage was provided by means of a small catheter, which emerged 
from the anterior angle of the wound in the bulbous urethra. The suprapu- 
bic wound was then closed around a large drainage tube. The patient stood 
the operation well. The convalescence was very satisfactory with the excep- 
tion of the treatment of the morphine habit. At first, the patient required 
25 grains of morphine daily. The perineal tube was removed on the tenth 
day, and after that all of the urine escaped through the suprapubic tube, 
showing that the sphincters had been restored to action. During the third 
week the perineal wound healed completely, but the suprapubic drainage tube 
was not removed until the fifth week. One week later the suprapubic wound 
was healed, and the patient voided through the urethra without difficulty or 
pain, and was able to retain urine for several hours. After that, the stream 
of urine became progressively smaller, and instrumental examination of the 
urethra showed a stricture at the site of the operation in the membranous 
urethra. Filiforms were passed with ease, and the urethra was dilated with 
followers up to 26F. For four days after this there was slight incontinence, 
but normal urination was soon established, and the patient was able to retain 
urine for six hours and voided freely without pain. 

Great difficulty was experienced in curing the patient of the morphine 
habit. The gradual reduction in the dosage of the drug upset the patient 
greatly, and at times was accompanied by collapse, nausea and vomiting. 
About April 15th, the administration of morphine was suddenly cut off; 
this was followed by very serious illness of the patient, marked prostration 
with vomiting, but after a week the patient began to improve, and no morphine 
was given for four weeks before the discharge of the patient from the hospital. 

May 17, 1907. Atthat time patient was able to void urine freely without 
hesitation, difficulty or pain and to retain it for six hours. The stricture did 
not recur, but filiforms and followers were passed on two occasions. 

June 13, 1907. Letter. ‘‘Two weeks ago following the grippe I had con- 
siderable difficulty in voiding urine. A physician attempted to pass a sound 
but without success owing to an obstruction in the membranous urethra.” 

June 15, 1907. Examination shows a stricture in the membranous urethra 
through which a small silver catheter cannot be passed. With filiform and 
follower it was easily dilated to No. 12 F. 

June 25, 1907. Dilators have been passed on three occasions and no 
difficulty is now experienced in introducing No. 21 F. For four days the 
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patient has been irrigating the bladder by hydraulic pressure. The vesical 
capacity is 500 c.c., tonicity is good. Urination is practically normal. Does 
not have to void at all during the night. There is no incontinence, no hesi- 
tation and the urinary stream is large. Erections have returned and the 
sexual desire is as strong as ever. Patient has not taken morphine since 
April 21st and says that he feels no craving whatever for the drug. His general 
health has improved remarkably. 

November 21, 1907. Letter. “I used a sound occasionally after my 
return home, but have not been dilated since August first. I void urine about 
six times during the day and about once at night. The urinary stream is nor- 
mal, micturition free and without pain. I have not used any morphine for 
seven months and my health is better than it has been for ten years.” 

LITERATURE. Since this operation I have looked over the literature and 
have found numerous articles on the treatment of incontinence of urine. 
They mention internal treatment by various types of drugs, particularly 
strychnia; local treatment by massage, by electricity, by dilatations, local in- 
jections of paraffin and vaseline. Epidural and other forms of spinal in- 
jections with either water or salt solution, have been used. In the female 
the only operations I have been able to find reported have been torsion of the 
urethra (somewhat similar to torsion of the rectum, to relieve rectal incon- 
tinence) but the reports are unsatisfactory. 

In looking into the literature with regard to the comparative value of the 
sphincters in control of micturition in general, I find a great mass of con- 
flicting testimony. Some writers think that the external sphincter does the 
work; others think it is the internal sphincter. Freyer reports autopsies on 
cases of previous suprapubic prostatectomy in which micturition had been 
normal but in which he found the internal sphincter greatly dilated; showing 
distinctly that it was not necessary for the maintenance of urinary inconti- 
nence. On the other hand, after perineal prostatectomy, before the wound 
heals and while the urine comes out of the urethra back of the external sphinc- 
ter, the patient is often able to control his urine, showing that the internal 
sphincter is also sufficient to prevent incontinence. 

I have had one case in which the pelvis was mashed between two freight 
cars, and the urethra was cut off back of the triangular ligament. The bladder 
with the prostate was separated from the membranous urethra by about 
three inches (a large blood clot intervening). But after I had caught hold of 
the prostate through the perineum and passed a catheter into the bladder two 
litres of urine were evacuated. This would seem to indicate that the internal 
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sphincter is sufficient. From these cases it would seem that either sphincter 
is sufficient to prevent incontinence yet we know there are a great many cases 
of incontinence of urine in which one of the sphincters is perfectly intact. 
A great deal more investigation needs to be done in regard to the sphincters 
in order to settle their value and to explain the cause of incontinence. 

I have reported this case to show the possibilities of surgery in cases of 
this type. It was a distressing case; the man had suffered a great deal and 
had incontinence of urine for fifteen months. On account of suffering much 
pain, he developed the morphine habit. He has apparently been absolutely 
cured by the plastic operation described above which included both sphinc- 
ters, internal and external. 

Dr. F. TILDEN Brown, of New York. It seems to me that there could be 
no more valuable contribution made than this by Dr. Alexander. Exception 
however, must be taken to his remarks that there is nothing personal con- 
nected with the results for, in the next breath, he says that it is a matter of 
technique. What is technique in any original procedure if not a matter of 
personality? Not only has his technique been proven successful, but even 
if not told of the success, I think if Dr. Alexander had presented this treat- 
ment as a theoretical proposition only, I should have expected much from it. 
Every detail in our management of these cases, while working in the urethro- 
vesical floor, and the management of these original vaseline pads, and every 
step in the careful subsequent treatment, must be an essential factor in the 
element of success. 

About this matter of sphincters, it is a great error to suppose that we are 
all endowed with the same sphincteric control of the bladder. I do not know 
why we should think that there is a universal balance of innervation between 
the two sphincters controlling bladder outlet, whereby the urinary control 
is the same in all men. I believe that those individuals, men particularly, 
who void urine only once or twice a day, have very powerful internal meatal 
sphincters, and no urine, in their case, gets into the posterior urethra until 
the moment they are ready to void; but, on the other hand, there are plenty 
of humans with very lax internal sphincters, where the urine trickles readily 
into the posterior urethra, although such men are not considered abnormal 
even if they empty their bladders six or eight, or even twelve times a day. 

Dr. Louis E. Scxmipt, of Chicago. About a year and a half ago a patient 
returned to me that I had had under observation for a good many years pre- 
vious. He was a man about forty-five years of age, who had indefinite symp- 
toms of pain in the suprapubic region. He left me and was operated on in a 
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western state. First a perineal operation and later a suprapubic prostatec- 
tomy was done. I saw him six months following his second operation, and 
he had complete incontinence. I watched him for three months, and at- 
tempted with various manipulations to relieve the condition and also instructed 
him to practice the act of urination, but without any apparent result. This 
was about a year and a half ago, and I at that time undertook to inject paraf- 
fin into the prostatic capsule, or at least in that neighborhood, in and around 
the internal urethral orifice, with the object of establishing obstructive con- 
ditions. I saw the man before he was operated on, and am absolutely posi- 
tive he had no prostatic enlargement, no symptoms of true prostatic hyper- 
trophy or prostatitis. This was with the idea of following the suggestion of 
Gersuny, this method having been used by him and other gynecologists in the 
treatment of incontinence in the female. I have watched this man ever since, 
I have been obliged to remove the paraffin on several occasions. Appar- 
ently a condition has been set up that is called paraffin cancer. That is, the 
tissue removed in connection with the paraffin shows some pathological con- 
ditions similar to a cancerous growth. He still suffers from incontinence. 

Dr. J. BENTLEY Squier, of New York. I should like to ask Dr. Alexander 
if he has any objection to the use of the perineal tube after operation? The 
re-education of the muscle is what they are doing in locomotor ataxia, and 
one can do a great deal for the incontinence of locomotor ataxia by the same 
method that Dr. Alexander has employed for the incontinence which may 
follow prostatectomy. 

Dr. Epwarp L. Keryes, Jr., of New York. In one case in which I have 
tried Dr. Alexander’s re-education of the muscle I have unfortunately been 
unsuccessful. The patient is one of those curious examples illustrating the 
fact mentioned by Dr. Young and Dr. Brown that both sphincters certainly 
have some bearing on the continence of urine. The patient was one from 
whom I took a large prostate by the method of Dr. Young. He made a very 
satisfactory recovery, but a short time after the operation—I should say a 
month, as I remember it—he had a little fever which lasted a few days and 
went away. Then in a few weeks it came back, and then went away again; 
returned again, and again went away, and so on. It was very annoying to 
him, as it kept him feeling groggy, and the only reason for it I could make 
out was infection of the bladder of a mild sort and apparently a more consider- 
able infection of the prostatic urethra. These I was unable to cure in any 
way, and as I had taken out a large mass of prostatic tissue, I supposed that 
there must be some recesses in the prostatic urethra to account for this, more 
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especially as there was palpable in the now reduced region of the prostate a 
little lump. I therefore did a second perineal section about a year after the 
prostatectomy. Up to that time he had had no incontinence of urine what- 
ever. I did a median section, inserted my finger through the membranous 
urethra into the prostatic urethra, and there felt a distinct granulating spot 
which overlay the lump. I scratched that vigorously with my finger nail, 
and put a perineal tube in for twenty-four hours, and the wound healed up 
perfectly kindly. The patient had no more fever, which I took to be evidence 
that I had “scratched the spot.” But he developed a slight incontinence of 
urine. He would lose from one-half to two ounces of urine. This has kept 
up for many months since that time. I have endeavored to educate him, 
but in vain. He is a preacher, and his trouble comes on, of course, when he 
is in the pulpit. I have applied to his urethra a little clip devised by Dr. 
Chetwood primarily for holding argyrol solutions in the urethra. (We put 
the argyrol in, put the clip on, and put the patient on the shelf for ten minutes. 
In one or two cases, as an experiment, we left the clip on for twelve hours at a 
time). I gave this clip to the old gentleman and instructed him how to use it, 
and for the past two months he has been wearing this clip, taking it off only 
when he urinates. He tells me that it works perfectly. The clip is made of 
hard rubber, with a little metal clasp to hold it in place. 

Dr. J. H. CUNNINGHAM, Jr., of Boston. Incontinence of urine depends 
upon a derangement of the vesical sphincter, which may find a possible 
explanation, in some cases, in the fibres of the vesical sphincter being rup- 
tured and finding no attachment or a faulty attachment in the regenerative pro- 
cess, whereby expansion and contraction are somewhat limited. Also follow- 
ing prostatectomy there may be an ingrowth of connective tissue into the 
sphincter itself which prevents its acting. I feel quite sure that I have seen 
two cases which may be explained in this way. In these sclerotic prostates 
in which we see an active overgrowth of connective tissue, I think that per- 
haps the connective tissue invades the structures upon which the sphincter 
lies and in that way limits its dilatation and contraction. I have in mind a 
single case of very small sclerotic prostate, where there was absolute incon- 
tinence of urine, the catheter showing no residual urine, and in the minds of 
several men who saw it, including neurologists, there seemed to be no ex- 
planation except that the sphincter had partaken of the sclerotic change which 
characterized the prostate. 

Dr. ALEXANDER, in closing. I have abandoned altogether the use of any 
perineal tube or catheter for two reasons: The first is that in these cases fol- 
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lowing prostatectomy in order to have tubes that would afford efficient drain- 
age it would be necessary to use rather a large tube, on account of the very 
large size of the prostatic urethra and vesical orifice. If one uses a small 
tube, it is useless. »ecause there is a leakage around the tube, and the line of 
suture becomes infected. I have tried all kinds of tubes and found them un- 
satisfactory, and it was not until I had abandoned the tube altogether and let 
the urine flow out over this vaseline pad that I got any success. The tube 
would be more comfortable if it were more efficient, but in the cases which 
I have operated on it has not proved to be efficient. 

I should like to say a word as to the different kinds of incontinence. In 
one case which I showed before the Clinical Surgery Society a main had had, 
first, a perineal prostatectomy done. At the time of the prostatectomy the 
rectum had been torn, so that there was a hole about an inch and a half long. 
That was sewn up at the time of the operation. The operation was done by 
a good general surgeon. The sutures did not hold. When the wound cica- 
trized the patient passed all of his urine through his rectum. Another surgeon 
attempted to close this fistula, and two operations were done by him; the 
fistula was made very much larger, and the patient was made absolutely in- 
continent, with dribbling constantly into his rectum and through a perineal 
fistula. When he came into the hospital he had an opening into his rectum 
about half an inch in diameter. I removed from him as much prostate as 
had been taken out at the original operation. Then I allowed the wound to 
heal, and did not do anything to his fistula at that time. When the wound 
had cicatrized, I performed the operation which I have described here, and 
following that he had absolute and complete incontinence through his perineal 
wound until that had cicatrized. It was five weeks after the operation before 
I got the perineum cicatrized. Then I began to teach him to retain his urine 
and it took him very nearly a month after he got voluntary control to acquire 
automatic control. That was one of the cases shown last winter, and demon- 
strates what can be done in an extreme case. 

A word now in regard to the sphincter. I think when we come to the con- 
ception that we are dealing with a single muscular structure, the different 
parts of which act in concert, we will get a better idea of this question. 

What Dr. Cunningham has said is exactly what I said in the introductory 
remarks to my paper, that as a result of perineal prostatectomy this arch is 
disabled and the muscle acts at a disadvantage. And until there is cicatriza- 
tion on either side of the prostatic urethra so as to form a point from which 
the muscle can act you have incontinence. And we see cases of temporary 
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incontinence after prostatectomy that last for a week or ten days until the 
man gets control, and these men are helped by being taught to use their urogen- 
ital sphincter voluntarily and automatically. If this is done, control follows 
more readily. 

But what I am talking about here in this paper is not the temporary but 
the permanent disability which sometimes follows prostatectomy, and which 
has brought prostatectomy more into disrepute than any other accident. This 
permanent disability does not occur in a successfully performed prostatectomy. 
A prostatectomy after which it occurs has not been successfully performed. 

My object is not to suggest an easy way out of a difficulty, because any of 
you who will undertake the teaching of a large number of these cases will soon 
learn the amount of nervous energy it requires. The pains and energy do 
not seem anything, when you find that a man who has come to you absolutely 
incontinent for a whole year, dribbling constantly, having to wear a urinal, 
is in a month or six weeks restored completely. 

In a paper, read two years ago, before the Bellevue Society, I called atten- 
tion to this fact: that just as one man has a strong biceps and is able to lift a 
heavy dumb-bell, and as one man has strong legs, and can walk ten miles 
without being tired, and another man cannot, so it is with the bladder. Some 
men get atonic bladders sooner than other men do. You should not be dis- 
couraged when you get hold of a man with a weak muscular organization. 
Be patient with him. Do not tire him out, do not use any mechanical device 
to stop the flow of urine, as has been suggested here, because you are adding 
thereby to the atony of his urethral musculature by the damming back of the 
urine, even though you do not cause dilatation. So far as I know, we have 
not failed to cure any of these cases, but we have had some cases which have 
taken a longer time to teach than others. 

Dr. Youn, in closing. Just a word in regard to urethro-rectal fistula. 
I may say that Dr. Alexander’s ingenious method by which he uses the vaseline 
pad, appeals to me very greatly. I have operated on quite a number of these 
cases, and with one exception, I never had any success until I adopted a method 
which is different from his, and that is providing suprapubic drainage before 
suturing the rectal opening. Before that I operated on case after case, and 
the wound would break down, but since I began suprapubic drainage I have 
not had a failure. I am sure the secret of success lies in keeping the infected 
urine from the rectal sutures. Dr. Alexander seems to have gotten rid of the 
urine by the pad, if it stays in, and you are careful—which I know you are— 
but if you can’t keep it in, and can’t keep it impervious, you have a satis- 
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factory way in doing suprapubic cystotomy. I have had six cases ‘without a 
failure, drained through the suprapubic wound for three weeks after the opera- 
tion. Accomplish this with his pad, but, if it proves difficult to keep in place, 
you will find a satisfactory method in providing suprapubic drainage, before 
suturing the rectal opening. 

Dr. ALEXANDER. I have tried the suprapubic drainage on three cases, 
and I could not make it work at all. I only mention that not to question your 
success but to get your judgment in regard to my lack of success. 


INDIVIDUALITY IN THE DEVELOPMENT OF THE 
MODERN CYSTOSCOPE 


By Bransrorp Lewis, M.D., St. Louis 


ODERN cystoscopes are divisible into two groups or 
classes: (1) Those of fixed-lens system, in which the 


lenses are inseparably connected with the shaft of the 
instrument, the whole being permanently assembled in one 
piece; and (2), those in which the cystoscope is separable into 
two principal parts, a sheath, and a telescope or ocular part. 
With one exception, to be mentioned later, all of the cysto- 
scopes submitted by the Father of Modern Cystoscopy, Nitze, 
were of the first group; the departure from this plan, as ex- 
hibited in the sheath-and-telescope group, was devised and de- 
veloped by Boisseau du Rocher, of France, and the full credit 
for originating it is due to him. His first instrument, devised and 
used by operators of Paris as early as 1889, was published in 
the Annales des Maladies des Organes Genito-Urinaires, 1890, 
pp, 65-93. It embodied the following remarkable features, as 
shown by the description and illustrations of the author (Figs.1 
and 2), as well as by numerous writings of others of the succeed- 
ing fifteen years: A sheath, bearing a removable electric in 
candescent lamp in the chamber of its beak, illuminating the 
field on the. convexity of the instrument; in its lower wall two 
small channels for the definite purpose of conducting two ureter- 
al catheters, and for effecting change of the fluid in the bladder, 
or irrigation. ‘The sheath was supplied with an obturator, 
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which facilitated the introduction of the cystoscope into the blad- 
der, after which the obturator was replaced by the telescope or 
ocular apparatus, that gave the direct view within the bladder. 

Describing different features of this sheath, p. 73, and proving 
the definite purpose of double synchronous ureteral catheter- 
ization fulfilled by the tubes, the author says: ‘On the lower 
side of the straight sheath run two parallel tubes, with internal 
calibre of No. 6 French scale. These tubes open immediately 
behind the window, O. At the other (ocular) extremity they 
terminate at the cocks R R; and contain obturators M M, to 
facilitate the passage of the instrument over the urethral mucous 
membrane. ‘These small tubes have two different purposes: 
They serve, in the first place, as conductors for the ureteral 
catheters. Nothing is simpler, having observed the orifice of 
the ureter, with the catheter in sight, than to guide the latter 
and engage it in the ureter. By pushing from the outside, one 
may insert it .to the depth desired. Finally, these small catheters 
being controlled and independent, every facility is furnished for 
catheterizing the two ureters without the necessity of withdrawing 
the instrument or disengaging the first catheter. 

‘““A second purpose, also very important, fulfilled by the two 
little tubes, is that of irrigation of the bladder. They consti- 
tute, in reality, a double-current catheter, by means of which 
one may effect irrigation, if not complete and rapid, at least 
sufficient to maintain the transparency of the liquid.” 

This model of Boisseau’s instrument furnished the field of 
view and of manipulation on the convex side. In order to obtain 
aview on the concavity (the right-angle view) a second sheath 
was constructed with the lamp exposed by a fenestrum on the 
concavity, (Fig. 1-a), with another fenestrum, opposite to which 
the prism of the telescope came when it was introduced into 
the sheath. So that these two instruments of 1889 furnished 
wgether all of the objects furnished by numerous cystoscopes of 
later date, namely, by the sheath-and-telescope plan, (1) direct- 
view for inspection; (2) indirect-view for inspection; (3) irriga- 
tion of the bladder, either through the two catheter tubes during 
manipulation, or through the sheath when obturator and tele- 
scopes were not in place; and finally (4) double-barrelled cathe- 
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ter channels for synchronous catheterization of both ureters at one 
sitting. 

That this instrument of Boisseau received wide recognition, 
and that the definite purposes above mentioned were realized 
by the profession, is indicated in almost every contribution which 
discusses cystoscopy in a broad way, written in the next following 
fifteen years. In speaking of his experience in catheterizing 
ureters with Boisseau’s instrument, (Annales des Maladies des 
Organes Genito-Urinoires, 1889, p. 626), Poirier mentions that 
the difficulties that the cystoscope meets with in the case of 
tumors of the bladder do not exist in applying it to catheteriza- 
tion of the ureters; that this operation is very easy. After only 
a small experience, the operator easily found the orifice of the 
ureters, and with the small catheter conducted by the particular 
canal included in the cystoscope, easily penetrated the ureter. 
He mentioned two instances, in which both he and his assistant 
had successfully conducted the manipulations on living indivi- 
duals. in the previous month. His final conclusion was, that 
surgery was henceforth in possession of an easy and practical 
means of obtaining the separation of the secretions from the two 
kidneys. 

Burckhadt, in Zuelzer’s “Handbuch der Harn-und Sexualor- 
gane, Vol. III, p. 158, describes Boisseau’s instrument at length, 
and speaks of the small channels serving for the purpose of intro- 
ducing the ureter catheters into the ureters. 

In 1898 (Annales des Maladies des Organes Genito-Urinaires, 
p. 485), Boisseau submitted an additional model of his sheath- 
and-telescope plan, in which, by double-fenestration of the beak, 
and multiple ocular telescopes, views were afforded on both con- 
cavity and convexity of the same instrument (Fig. 2). 

But, meantime, a number of cystoscopists availed themselves 
of the numerous advantages presented by the sheath-and-tele- 
scope plan of Boisseau; and we find the following-named in 
the list: Gueterbock, 1895(Fig.3); Fenwick, 1896 (Fig.4); Nitz 
(evacuation cystoscope), 1897 (Fig. 5); Albarran, 1897 (Fig. 6); 
Koch-Preston, 1898 (Fig. 7); Lang, 1899 (Fig. 8); Schlagintweit, 
(evacuation cystoscope), 1899 (Fig. 9); Tilden Brown (modifica- 
tion of Brenner), 1899 (Fig. 10); Bransford Lewis (air cysto- 
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scope, catheterizing), 1900 (Fig. 11); Kollmann, 1900 (Fig. 12); 
Wossidlo, tg00 (Fig. 13); Tilden Brown (composite), 1go1 (Fig. 
14); Kolischer-Schmidt, 1904; Follen Cabot, 1904; Ber, 1904-6; 
Freudenberg, 1904-6; Bransford Lewis (universal), 1906 (Fig. 
15). 
All of the above-mentioned instruments follow the sheath-and- 
telescope model (to which our discussion especially refers), with 
individual variations as to details of construction or assem- 
bling, and adaptation to different individual objects. This un- 
avoidably close relationship between cystoscopes was recognized 
and conceded by me in making my presentation, in 1906, before 
the American Urological Association at Boston, of my universal 
cystoscope (Fig. 15.) The opening paragraph* of that introduc- 
tion was as follows: 

“In presenting the next candidate for cystoscopic favor, I 
do so with the full realization that there is no yawning vacancy 
in the cystoscopic field; that ‘there are others’ already in the 
field; also that it is difficult to find anything really new and origi- 
nal, at this date, in the cystoscopic world; that most of the sup- 
posed ‘new’ features are simply modified settings or assemblings 
of features already made use of. It is not desired to lay any 
especial claim to priority or originality in this instrument; utility 
is its basic principle.” 

The point of importance here is, that, in view of the inti- 
mate and involved relationship existing between the many cysto- 
scopes on the market, no claim to exclusive individuality or origi- 
nality can be maintained by any, except by Nitze for the fixed- 
lens system, and by Boisseau for the sheath-and-telescope sys- 
tem. All of the other cystoscopes are but modifications of these 
two, some good, some bad, the survival of the fittest no doubt 
best determining the advantage between them. 

This same position, with the exception of my estimate of 
Boisseau’s instrument, was forcibly expressed by Dr. Wm. K. 
Otis, in presenting his last model of the cystoscope.t He said: 


*Am. Jour. of Urology, December, 1906. 
tNew York Med.Jour., April 1st, 1905, “Concerning the New Electro-Cystoscope. 
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“The credit of this brilliant invention (the cystoscope) and the 
perfecting of the original idea in its minutest details, belongs to 
Dr. Max Nitze, of Berlin, and to him alone. It differs entirely 
in principle, design and scope from any method for the ocular 
examination of the bladder which preceded it, while subsequent 
instruments have been modifications, only, of Nitze’s original 
conception.” 

While not intending to contest the claims of Nitze, just and 
far reaching as they are, it is the object of this contribution to 
place the credit where it belongs, with reference to the sheath- 
and-telescope form of the cystoscope, together with the several 
advantageous features which it embraces, as first submitted by 
Boisseau du Rocher; namely, multiple telescopes and views in the 
one instrument; free irrigation; and double synchronous ureteral 
catheterization through two separate tubes supplied especially 
for that purpose. The origination of these features has been 
ascribed to other sources, and certain ones have laid claim to 


them, but such claims are not supported by the actual history 
of the subject. 


TABULATION 


ARRANGED CHRONOLOGICALLY, WITH BRIEF REMARKS ON INDIVIDUAL 
FEATURES. 


1867. Bruck, platinum-wire glow-lamp. 

1874-76 Grunfeld, endoscopic inspection of the bladder; introduction of 
ureteral catheter outside of and along the endoscope, and first suc- 
cessful endoscopic ureteral catheterization; external mirror illumi- 
nation. 

Simon, first ureteral catheterization, by “‘fishing method,” by ana- 
tomical landmarks and touch, without inspection. 

Rutenberg, Vienna, (10) first use of forced air-inflation for distend- 
ing the bladder, for cystoscopy. 

Nitze, first application of telescopic lenses to enitninciat, using 
Bruck’s glow-lamp for internal illumination. 

Dittel (1) applied glow-lamp to tip of beak. 
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1880. 
1883. 
1885. 


1886 -88. 


1887. 
1887. 
1887. 
1889. 


1889. 


Edison incandescent lamp introduced, but not applied to cystoscopy. 
David Newman (2) first to use incandescent lamp in cystoscopy. 
Boisseau du Rocher (3), first model, incandescent lamp indi- 
rect-view, with megaloscopic lenses. 

Pawlik (11), air-distension (genu-pectoral posture) cystoscopy 
and ureteral catheterization, with anatomical guides; successful, 
but in women only. External illumination. 

Nitze (4), application of Edison lamp to his two models of cysto- 
scopes, direct and indirect views, with telescopic lenses. 

Leiter (5), indirect-view telescopic lens cystoscope, similar to 
Nitze’s model No. 1. 

Dittel (12), application of incandescent lamp to tip of beak, in- 
direct view. (Fig. 1.) 

Brenner (6), (Fig. 2) addition of single ureteral catheter channel 
to Nitze’s direct-view cystoscope. Fixed-lens system. 

Boisseau du Rocher (7), (Fig. 3 composite cystoscope; first of 
sheath-and-telescope plan; first to give synchronous double ureteral 
catheterization through two ureter catheter channels; facilities 
for vesical irrigation and exchange of a fluid; two models, 
furnishing both direct and indirect views for including the 
whole interior of the bladder. Successful ureteral cathetreization 
with this reported by Poirier (8). 

Howard Kelly (13), air-distension, direct-view, endoscopic method, 
similar to Pawlik’s; for women only. 

Casper (14), first model of catheterizing cystoscope, indirect view, 
sliding cover for catheter channel. 

Nitze (15), single tube ureter-catheterizing cystoscope, indirect view. 
Guterbock (16), (Fig. 4) sheath-and-telescope; both lamp and 
lens on telescope, indirect view only; non-catheterizing; irrigation 
through sheath. 

Fenwick (17), (Fig.5) sheath-and-telescope; both lamp and lens 
on telescope; indirect view only; non-catheterizing; irrigation 
through sheath. 

Nitze (18), (Fig. 6) evacuation cystoscope; sheath-and-telescope; 
indirect view; non-catheterizing; free irrigation for evacuation 
through sheath. 

Albarran (19), (Fig. 7) sheath with telescope for indirect obser- 
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vation, irrigation and ureteral catheterization (single); movable 
lever for controlling ureteral catheter (original). 

Boisseau du Rocher (9), (Fig. 8) second model, sheath and mul- 
tiple telescopes, for direct and indirect views to same sheath; ample 
irrigation. 

Koch-Preston (6), (Fig. 9) first ‘‘cold” lamp air-cystoscope for 
male; sheath and multiple telescopes for direct and indirect views; 
extra tube (removable) for carrying ureter catheter (single). 
Casper, (Fig. 10) provision for double catheterization by sliding 
cover for groove. 

Lang (20), (Fig. 11) sheath-and telescope; indirect view only; non- 
catheterizing. 

Schlagintweit (21), (Fig. 12) evacuation, sheath-and-telescope; in- 
direct view only; non-catheterizing. 

Tilden Brown (22), (Fig. 13) sheath-and-telescope; double cathe- 
ter channel; direct view only. 

Bransford Lewis (23), (Fig. 14) air cystoscope, for male and female, 
fixed ureter catheter channel, at first single, shortly afterwards 
double, channel. 

Kollmann (24), (Fig. 15) sheath, with indirect view irrigating 
telescope; non-catheterizing; working on concavity only; non- 
irrigating during manipulation. 

Wossidlo (23),(Fig. 16) sheath and indirect-view telescope; working 
on convexity only; double catheterizing; non-irrigating during ma- 
nipulation. 

Tilden Brown (26), (Fig.17) composite sheath and multiple tele- 
scopes; giving direct and right-angle views; double catheteriz- 
ing by direct method only; irrigation; lamp forming tip of beak 
(Dittel’s plan). 

Nitze (Fig. 18) added the double tube to former single-catheter- 
izing cystoscope. 

Bierhoff (27), (Fig.19) modified Nitze’s by making sheath and tele- 
scope separable, for removal of catheters in situ. 

Schlagintweit (28), (Fig. 20) retrograde cystoscope by movable 
lens; non-catheterizing. 

Young (29), retrospective cystoscope, fixed prism lens. 

Bransford Lewis (30), (Fig. 21) operative cystoscope; air-disten- 
sion. (Fig. 22) Accessories. 
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1904. 


Kolischer-Schmidt (31), sheath and telescope, with distal window; 
direct telescope only; double catheterizing by Casper’s arrangement of 
sliding over groove, 

Follen Cabot (32), composite cystoscope; direct-view double catheter- 
izing; lamp on tip of beak; irrigation. 

Bransford Lewis (33), set globular lens in telescope, securing retro- 
spective view. 

Ber (34), universal cystoscope, sheath and multiple tele- 
scopes, giving direct, right-angle, and retrospective views; catheter- 
ization by both methods; irrigation and operative features. 
Freudenberg (35), direct-view double-catheterizing, on convexity 
only. Amplified in 1905. 

Luys (36), direct-vision air cystoscope, women only. Internal il- 
lumination. 

Luys (37), direct-vision air cystoscope for males. 

Cathelin (38), direct-vision air cystoscope, for males and females. 
Otis (39), sheath, and close-fitting telescope; wide angle indirect 
view; non-catheterizing. 

Bransford Lewis (40), (Fig. 23) universal cystoscope; sheath, with 
multiple telescopes; including direct, right-angle and retrospective 
views; double catheterization and irrigation features (latter during 
manipulation); protected inverted lamp, inclosed in shaft of beak. 
Freudenberg (41), (Fig. 24) sheath and telescope, double-catheter- 
izing; convexity only, with movable catheter lever. Irrigation. 
Freudenberg (42), multiple sheath, single telescope; indirect view 
only; non-catheterizing. Irrigation. 

Kreissl (43), sheath, direct view only, giving double catheterization. 














Second Day, May 2, 1908 


TERATOMA OF TESTIS 


By JOHN VAN DER Port, M. D., of New York 


HEN I first thought of reporting this case, I was under 

W the impression that, perhaps I had been fortunate enough 

to have found one somewhat similar to that described by 

Drs. Lovett and Councilman (of Boston), inthe American Journal 

of the Medical Sciences, where there was a secondary growth of the 

same character involving the brain, but unfortunately from the 
subsequent history I was unable to prove this. 

The patient was 25 years of age, with no family or previous 
history of importance, and no history of trauma. 

Thirteen months before he was seen, he first noticed a small 
swelling, or increase in size, in the right testicle which gradually 
increased, with pain along the cord, due to weight and dragging. 
There was but slight loss in weight. Upon subsequent question- 
ing, he stated that the testis upon that side might always have 
been slightly larger than the other, but of that he was not sure; 
so the difference was practically nil. 

When seen, there was a large mass in the right side of the 
scrotum, extending from the external ring, downward about 15 
cm. in length, by 12 cm. in breadth, with a tense skin, containing 
a number of dilated veins. The body seemed to be made up of 
several irregular masses, some extremely hard, while at the upper 
pole there was a soft elastic portion, with some impulse on cough- 
ing, giving the impression of an inguinal hernia combined with a 
testis tumor. 

The provisional diagnosis was that of malignant disease. 
An incision from the ring, over the whole length, showed no hernia, 
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but a.solid mass, with a sac or cyst at the upper pole, filled with 
fluid. The ring was split, but the cord above was but slightly, 
if at all, thickened. 

Removal was simple, and recovery rapid and uneventful. 

The pathologist’s report was as follows. (The measurements 
having been taken several months after operation, were slightly 
smaller, than those given above.) 

“The tumor measures thirteen cm. in length, eleven cm. in 
breadth, and eleven cm. (approximately) in thickness. Weight 
580 grams. It presents two kinds of tissue (as judged by the 
gross appearance): First, a large mass, blackish-red in color, 
resembling coagulated blood or placental tissue, approximately 
five cm. x three cm., and which, for convenience of designation, 
is labeled ‘A’. Second, the fumor proper, the main portion 
of which is made up of a spongy mass of tissue, containing in its 
meshes semi-gelatinous fluid. The central portions of the tumor 
are extensively necrotic, having a whitish and stringy appearance. — 

“For the microscopical examination, four sections were re-_ 
moved: One from the mass designated as ‘A’, another ‘B’,” 
from the necrotic part of the tumor; and the two others, ‘C”) 
and ‘D’, taken from the periphery of the mass. 

“The tumor is surrounded by a membranous capsule, and) 
above the portion labeled ‘A’, there is a thin-walled sac which) 
forms a tongue-like projection which has been stuffed with cotton. 
In one place the tumor has broken through the capsule. 

“Microscopic sections taken from ‘A’ show larger andj 
smaller blood sinuses, filled with blood, and showing cells resem- 
bling chorionic epithelium. (Ina few places there are more or less 
well defined syncytial masses, and cells of the Langhans type).! 

“Sections taken from the necrotic portions of the tumor, 
namely ‘B’, show larger and smaller spaces, which are lined by) 
high columnar epithelium, resembling in appearance the epithe-7 
lium which is found in the large intestine. These cells contain) 
mucus. The tissue between the spaces is embryonic connective 
tissue. There is extensive necrosis. 

“In the section taken from ‘C’, the acini have the same 
general appearance, but are much larger and more irregular. | 

“Tn sections taken from ‘D’, similar appearances are pre-) 





PLATE IX.—Presented by Dr. John van der Poel. 


Before Operation. 


TERATOMA (On Section). 





Pirate X.—-Presented by Dr. John van der Poel. 


Sid View 


HyDROCELE (Sac) 
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sented, and around the larger spaces, banks of smooth muscle 
tissue are found, an attempt at the formation of the muscular 
coat of the gut. These fibres take on a brownish tint by Van 
Gieson’s stain, in contrast to the connective tissue fibres, which 
stain red. There are larger and smaller islands of cartilage cells, 
distributed throughout the section, and in parts of the specimen 
there is considerable suppurative infiltration. In a few places 
are sebaceous glands and epithelial cells, resembling those of 
the rete Malpighii. 

“The tissues from the three primitive layers are represented, 
namely, epithelium and sebaceous gland, cartilage and embryonic 
connective tissue cells, and endodermal cells, which findings - 
justify the diagnosis of teratoma.” 

The subsequent history is somewhat interesting, and it was 
from this that I at first thought the patient might have had a 
secondary teratoma of the brain, either metastatic, or occurring 
independently, as upon enquiry some months later, I found that 
about three months after the operation, he had been taken to one 


of the Metropolitan Hospitals, in convulsions, after having been 
ill for a comparatively short time, that he had died within thirty- 
six to forty hours, without having regained consciousness, and 
the case was diagnosed as tumor of the brain; but upon further 
enquiries, I learned that unfortunately no autopsy had been 
made, and I was unable to ascertain what the lesion was. 


HYDROCELE SAC CONTAINING ATROPHIED TESTIS 


I present this specimen simply as an interesting one. 

' A hydrocele sac and testis were removed en masse, which I 
think, in simple uncomplicated hydrocele, is rather infrequent. 
' It originated in an injury six years before, and had been 
‘tapped two years previously. 

It was intended to perform a Bergmann’s operation, but in 
cleaning off the sac, preparatory to opening it, the testicle could 
not be found. At the upper pole, where the vas could have been 
expected, there was a mass which was at first taken to be the cord, 
but which consisted simply of a few vessels. Palpation failed 
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to detect any solid body, and a pedicle below and on the anterior 
surface, apparently also dilated vessels, soft, flabby, was ligated. 

On account of its apparently multilocular nature and apparent 
absence of the testicle, it was thought to be perhaps a cystic de- 
generation of the testis. 

The specimen was put in formalin solution and allowed 
to remain several months. 

Section of the entire mass showed a simple hydrocele with an 
atrophied testicle, and dilated and thin-walled vas deferens, the 
epididymis having apparently disappeared. All this was upon 
the anterior and not the posterior surface of the tumor, the testis 
having apparently become twisted on its cord, bringing the sac 
posterior and the testis anterior. 

The solidifying of the contents of the sac, I think, was due, or 
mostly due, to the action of the preservation fluid. 


DEFORMITY OF THE EPIDIDYMIS AND VAS DEF- 
ERENS 


By Epwarbp L. Keyes, Jr., M. D. 


theoretical, if not from a practical, point of view. The 

patient, Charles L., aged 17, entered St. Vincent’s Hospital, 
April 15th, 1908. He showed a small reducible right inguinal 
enterocele, and gave a history of hernia for a brief period in 
infancy, with spontaneous cure, followed by relapse within six 
months before his entering the hospital, attributed to a fall from 
a street-car. 

The patient’s testicles appeared entirely normal, the right 
one hanging a little higher than the left. 

On April 18th the hernia was operated upon by the Bassini 
method. On opening the sac I found lying immediately under the 
posterior layer of peritoneum, and directly over the vessels of the 
spermatic cord, a strip about 0.5 cm. extending from farther within 
the abdomen than I could reach. This strip was made up of a 
minute, white, greatly contorted vessel. It looked so like a little 


r ; NHE following case has seemed to me of great interest from a 
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adherent strip of omentum that I cut through it without thought, 
‘when to my surprise there escaped from it a white chyle-like 
fluid, and I then noted that the strip was made up of a vessel as 
above stated. I isolated the strip of sac overlying this vessel, so 
as to prevent infection (supposing the fluid to contain bacteria), 
and separating downward discovered that the tunica vaginalis 
extended up to the sac (potential infantile hydrocele). Separating 
the sac from this tunic, and freeing it for the purpose of tying it 
off, I then came upon a loop of canal resembling the vas deferens 
behind the sac, but only just reaching the internal abdominal 
ring, and quite 1 cm. to the outer side of the little convoluted 
canal previously discovered. This larger canal was moreover 
about the normal size of the vas deferens, while the convoluted 
one resembled a slightly dilated lymph vessel. Examination of 
the spermatic cord then revealed the absence of the vas deferens; 
the testis was therefore turned in the wound by inversion of the 
tunica vaginalis,and found to be normal in size,shape and position. 
Its gubernaculum was short and stout, but its epididymis ex- 
tended only about 1 cm. from the head of the testis; here it ap- 
peared to stop, and I did not discover (or indeed suspect) any 
connection between this epididymis and the structures men- 
tioned above. The loop of vas deferens was next investigated. 
Coming down to about the internal abdominal ring, it looped 
sharply backward and returned along the rim of the pelvis to- 
ward the sacrum; at the point of looping, the canal was about 
normal in size, but about 1 cm. up the returning arm of the loop, 
it began rapidly to dwindle until it was reduced to a mere string 
of tissue. This string I divided, and readily straightened the 
loop. I then amputated the last inch of the vas, and found it to 
have a lumen which would admit a silkworm gut strand; but this 
canal could be brought down only to about the upper edge of the 
pubes, and inasmuch as the testicle and vas of the opposite side 
seemed entirely normal, it was deemed unwise to attempt anas- 
tomosis with the rudimentary epididymis. A section of the 
epididymis, one of the vas, and one of the convoluted pseudo- 
lymphatic vessel, as well as a specimen of the contents of this 
latter, were removed for examination. 

The patient made an uneventful recovery from his operation. 
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Dr.-F. E. Sondern reports upon the specimens as follows: 

“The vessel-like structure is found to be vas deferens. The 
larger piece of tissue is epididymis, showing many spermatozoa 
in the lumen and some congestion of the stroma. The two 
nodules are pieces of vas deferens which was sharply curved. 
The white material in the tube (i. e.‘contents of convoluted ves- 
sel’) consists chiefly of spermatozoa in thick fluid. Pus not 
found and cultures remained sterile’. 

Though I insisted to Dr. Sondern that the convoluted tube 
must be unraveled epididymis, and was able to obtain for him 
another specimen of it, from the slip of tissue which I had brought 
up into the outside wound, for fear of infecting the deeper tissues, 
he was unable from the specimens examined, to discover any part 
of it sufficiently thin walled to pass for epididymis. 

It therefore seems that the anomaly was due to adhesion of 
the lower part of the vas, in the region of the bifurcation of the 
iliac artery. ‘This caused the looping back of the vas, but instead 
of retaining the testicle in the abdomen, this organ proceeded 


downward by unraveling the greater part of the epididymis. 
This tube was so small that it escaped my eye, yet it must have 
been sufficiently patent to carry spermatozoa as far as the con- 
voluted tube, which I found full of them. Whether this convoluted 
tube was the lower part of the epididymis, or that portion of the 
vas which joins the epididymis, I am unable to decide. 


DISCUSSION 


Dr. Francis R. HAGNER, of Washington. Some of the members of the 
Association might be interested to know the result in the case that I reported 
last year before this Association, in which Martin’s operation had been done. 
The man’s wife is now nearly seven months pregnant. It adds another 
successful case. I believe this is an absolutely authentic case, as the husband 
has millions of motile spermatozoa, and there is no reason to suspect that 
there is anybody else involved. 

Dr. SAMUEL ALEXANDER, of New York. I think Dr. Keyes’s case illus- 
trates a thing that we all feel, and that is how little we really know in regard 
to the pathology, and especially the embryological defects in the contents of the 
scrotum. 
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I should like to put on record a case which, while it is not unique, is a very 
unusual occurrence, and that is a case of dislocation of the epididymis with 
malposition of the testis. In this young man the testis was intra-abdominal; 
it was one of the abdominal varieties of malposition. In the scrotum there 
was a mass felt, which was supposed to be an atrophic testicle. There was in 
addition a small omental hernia. The operation was done for the omental 
hernia. On exposing the inguinal canal, and drawing up what looked like 
the spermatic cord, we found that what we had supposed was an atrophic 
testicle was the epididymis, which was partially separated, and attached only 
to the lower pole of the testicle. The epididymis was larger than the testis 
itself. In looking up other cases of a similar kind I found that the same 
condition has been reported before, but that the number of cases is rather 
small, and I simply wanted to put a note of this case on record. 

Dr. Francis R. HAGNER, of Washington. I should like to report a case of 
gangrene of the testicle, following torsion of the cord. This is a rather 
rare condition, but there are quite a number of cases reported. This patient 
had a fall from a hay wagon, landing astride a fence. He had severe pain in 
the groin and testicle fever and leucocytosis. There was no epididymitis. 
The epididymis was not enlarged, but the cord was enlarged at a point two 
centimetres above the testicle, where there seemed to be a little thickening. 
As the patient was suffering severely, had fever and a leucocytosis an explor- 
atory operation was performed. The testicle appeared to have turned all 
the way around, the cord was twisted, and the vessels were completely throm- 
bosed below the point of torsion. The testicle and epididymis were gan- 
grenous. After removal of the testicle, recovery was uninterrupted. 

Dr. ALEXANDER. I presented a case at the American Clinical Society, 
last fall, which was unusual. A man upon whom an open operation had been 
performed, for varicocele, was struck a year later by the wheel of a cart on the 
scrotum, and was brought to the hospital with what looked like a traumatic 
epididymitis. There was a great deal of swelling and an unusual amount of 
pain. The pain persisted without any subsidence or any relief by the ordinary 
external applications. An exploratory operation was made, and it was found 
that as a result of the blow the testicle had been turned about, and in turning 
a fibrous band, which was the result of the operation for varicocele, had pressed 
upon the spermatic artery and the artery of the vas and thus cut off the circula- 
tion. And yet the torsion of the cord in itself would not have been enough to 
cut off the circulation if it had not been for this adhesion. 

Dr. VAN DER PoEL. In connection with that I might mention a case, 
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which I reported about twelve years ago, at the New York Academy of Medi- 
cine, and published in the New York Medical Record at that time. It oc- 
curred in a hospital interne who, as he had been told, had an undescended 
testis at the time of his birth, but which afterwards came down into the scro- 
tum. I think this is generally the history of these cases of torsion. This 
gentleman did not know what had happened or what was the matter, during 
his first severe attack of pain, and when I first saw him, he had had attacks a 
number of times, varying from twice a week to once in six months for several 
years. He noticed that lying down, and holding the scrotum up, he would 
often cause the pain to gradually disappear, especially after some manipulation, 
i.e. pushing the testis up from below, which evidently allowed it to untwist. 
I examined him and found that the attacks were due to torsion. He thus 
found he could reduce the torsion himself all the more readily when he realized 
the cause, which was explained to him during his medical studies. I found 
that the torsion was once and a half, that I could make a twist through 360 
degrees plus 190 degrees, but that beyond that point, pain began. I have not 
seen the case for five or six years. 

Dr. J. H. Cunnincuay, Jr., of Boston. The faulty attachment of the 
epididymis to the testis is of considerable interest to me. I think the explana- 
tion of their condition is to be found in the embryological development of these 
two structures. The testicle and the epididymis are formed separately, and 
not together, being distinct structures which unite later in fcetal life. 

It seems to me that this condition under discussion belongs to the ano- 
malin of development. It is well known that one or both testicles, the epididy- 
mis and the vas, up to the seminal vesicle may be wanting, or the epididymis 
present and the testicle rudimentary or absent; the testicle may be so at- 
tached to the epididymis as to cause “inversion,” or the testicle may be pre- 
sent and the seminal vesicle, epididymis and vas deferens absent. 

In this connection I should like to speak of a case of anorchism, which’! 
have already reported in the American Journal of Dermatology and Genito- 
Urinary Diseases, December, 1907. I have found but one other case, that of 
Fisher, published in the American Journal of Medicine and Surgery, February, 
1839. This particular case which I have referred to, had other genital de- 
fects. In connection with the urinary tract, there was a congenital occlusion 
of the urethra at the junction of the anterior and posterior urethras, with the 
ordinary changes in the upper urinary tract, dilatation of the bladder, uretere, 
and cystic kidney. The scrotum, while normally formed, contained none of 
the normal structures within, and a careful dissection of the inguinal region 
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failed to show any structure which might be called the gubernaculum, and 
dissection further into the lumber region failed to show any structures which 
suggested an epididymis testicle or vas. In fact, the dissection was carried to 
the renal region, where the two structures are formed in early life. Suspicious 
tissue from these regions, from the scrotum to the kidney, was subjected to 
microscopical examination, and no evidence of tissue which resembled genital 
tissue could be found. This is a condition that is more rare I think than is gen- 
erally supposed. I was able to find but one other case, that of Fisher’s. Per- 
haps the mention of this case may recall other cases, which have come under 
the observation of other members of the Society. If so, I should be very glad 
to know of them. 


OBSERVATIONS 
WITH THE ROGERS-TOREY SERUM 


(Antigonococcic) 


By GEORGE KNOWLES SWINBURNE, M.D., of New York 


” 


Sits my paper on the “‘Antigonococcus Serum in Epididy- 


mitis,”’ read before this Society in June, 1906, I have used 

the serum almost without interruption on a large variety of 
cases. Up to September, 1907, I used the serum furnished by Dr. 
Torey of the Loomis Laboratory. After that date Dr. Torey 
placed his method in the hands of the firm, Parke, Davis & Co., 
who have almost up to the present time furnished it to the pro- 
fession for experimental purposes before placing it on the 
market. 

The cases treated since October, 1907, have had the serum 
furnished by that firm. There were in all during that period 
sixty-nine cases. Forty-one were dispensary cases and twenty- 
eight were cases in private practice. The cases were as follows:- 
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Chronic Relapsing Epididymitis 
Acute Epididymitis, early stages, 
Muscular Rheumatism, without Joint Involvement 
. * with one or more Joints Involved 
Purely Joint Cases 
Chronic Gonorrhcea of Kidney 
Involvement of Tube and Ovary 
Persistent presence of Gonococcus in Urethral Discharge 
Acute Prostatitis 
Acute Vesiculitis 
Threatening Epididymitis 
Rheumatism and Epididymitis 


In almost all the cases of relapsing epididymitis, ten of which 
were dispensary cases, there was marked improvement. The 
striking relief noted was in the diminution or quick cessation of 
the pain. These cases are more or less unsatisfactory, because 


they have been difficult to follow. Some return to work too soon 
and only return because of further relapse, and as they have a 
variety of conditions in the anterior or posterior urethra, all of 
which require more or less prolonged treatment so that in most of 
them the serum alone is not sufficient to prevent a relapse—still 
in all of them there was marked relief after the second injection. 

One of these cases has proven very interesting: 

A.M., 28 years old, married, has had relapsing epididymitis 
for two years. In November, 1906, treatment was first begun. 
The right epididymitis had then existed for eight months without 
cessation; the man had been in the hospital twice during that time 
and was treated at the dispensary in the ordinary way for two 
weeks without any change. The swelling was large, exquisitely 
tender, and he had a great deal of spontaneous pain. He received 
at that time about eight injections of the serum furnished by the 
Loomis Laboratory, covering a period of three weeks. After 
the first injection there was almost no pain, at the end of three 
weeks the swelling had completely subsided and the epididymis 
was perfectly normal. He then disappeared and returned the 
following February, when, without fresh infection, the right epi- 
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didymis was again swollen and painful and again subsided under 
three or four injections of the serum. He again disappeared, 
returning in the early summer of 1907, having had a suppurating 
epididymitis on the left side. At the time he returned to us, 
there was a sinus from the swollen epididymis leading to the 
surface. The discharge from the sinus was examined for tubercle 
bacilli, but they were not found, nor were gonococci. This was 
finally healed, leaving an atrophied left testicle. The right 
testis at that time appeared normal. He returned October 2oth, 
again with right epididymitis. On October 29th and 30th, and 
November 2nd he received the Parke, Davis & Co. serum. 
He was relieved and remained away till December 17th, when 
he again returned, having as before the right epididymis involved 
at this time. I examined his posterior urethra with the urethro- 
scope and found a markedly hyperemic verumontanum, which 
was treated twice in addition to the serum. After relief of the 
pain he again disappeared, returning again January 14, 1908; 
he received the serum a few days, was relieved and disappeared. 
He repeated this same thing again in February and again in 
March, since which time I have not seen him. Each time that 
he returned he begged for the serum because of the relief it gave 
him, but as soon as the pain was gone he would go back to work, 
so that he has received no systematic treatment. 

The four cases in private practice were all cured. They 
received four or five injections of the serum, and then their other 
conditions were treated after the epididymitis was relieved, and 
there was no recurrence in these cases. 

In the cases of acute epididymitis, twenty-seven in all, the 
majority were relieved of pain within forty-eight hours, and al- 
most all went on to uninterrupted recovery. In addition to these 
cases the following is the history of a case in the practice of 
Dr. W. S. Gottheil, treated with this serum, Dr. Gottheil writing 
me that he was much pleased with the result. 

Walter B., age 20, student, gonorrhoea started November 
24, 1907. 

Feb. 16, 1908, epididymis began to swell. 

Feb, 17, 1908, temperature 101°, very severe pain, swelling 
increasing. Injection of contents of one bulb; no reaction. 
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Feb. 18, 1908, temperature 100.5°, pain unchanged. P.M. 
temperature 102.5°, pain worse. 

Feb. 19, 1908, passed bad night. A.M. temperature 101° 
swelling and pain unchanged. Injection of contents of one 
bulb. P.M. temperature 100°, more comfortable. 

Feb. 20, 1908, temperature 99.5°, affected testicle and epi- 
didymis less tender. 

Feb. 21, 1908, temperature normal, no pain, swelling rapidly 
disappearing. ‘Testicle dressed. 

Feb. 23, 1908, swelling gone, condition normal, patient out 
of bed. 

Feb. 24, 1908, seventh day after first injection, and fifth day 
after second injection, simultaneous local dermal reaction, as a 
localized urticaria around the sites of the injections. No treat- 
ment; remained forty-eight hours, disappeared gradually. 

I should like to read here the histories of two cases which I 
treated in August, 1906, with the serum of Dr. Torey, because 
I have never seen them equaled. 

J.W.M., 22 years old, under treatment for two months with 
a primary attack of gonorrhoea; telephoned me at four o’clock 
in the afternoon that he had severe pain in the testicle, that he 
was in the country and could not get to me before ten o’clock at 
night as he had a long car ride in order to reach town. When 
he got to me the pain was intense, the epididymis was much 
enlarged but soft, and exquisitely tender. I dressed the testicle 
and gave him an injection of serum and sent him home to bed. 
The following afternoon, when he came to the office, there had 
been no pain since the previous night, the swelling had subsided, 
there was almost no tenderness and the outline of the epididymis 
could be made out a little larger than normal. He received a 
second injection of serum. ‘Two days later, when seen again, 
there was absolutely no trace of any inflammation. A third 
injection was given. The injections into the arms, however, 
were followed in a few days by a very marked reaction: both 
arms were swollen from the wrist to the shoulder and were painful 
on movement, and the glands in both axilla were enlarged and 
painful. This subsided in two days without special treatment 
other than hot baths. 
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The other case, B. R., 25, a policeman, was under treatment 
for chronic prostatitis following a primary gonorrhoea of two 
years before; was doing well and apparently going on to recovery, 
when he came one morning after an all night tour, having for- 
gotten to wear his suspensory. The right epididymis was enor- 
mously swollen and painful. This was dressed and he received 
the serum then, and again in forty-eight hours, at which time there 
was no trace of the trouble and no pain. Three days later, how- 
ever, after another all night tour, when he had a long chase after 
a criminal whom he arrested after a fight, the epididymis was again 
swollen as large as before, but absolutely painless, and again sub- 
sided in a few days after the serum had been used and then the 
treatment of his previous condition was resumed. 

There were four cases of muscular rheumatism in connection 
with chronic gonorrhceal disease; treated with the serum two were 
relieved, two received no apparent benefit. 

There were ten cases in which there was muscular rheumatism 
with apparent involvement of one or more joints. These were 
not pure joint lesions, but seemed to be involvements of the smaller 
joints, especially the feet, or pain about the joints rather than 
pain due to effusion into the joints, together with some evidence 
of gonorrhoea, usually of a very chronic character. One of these 
cases was not relieved at all; the majority yielded promptly, 
while two of them, cases of long standing, seemed to fluctuate, 
better one day and full of hope, then worse another. One, in 
private practice, had a chronic urethral discharge containing 
gonococci, pain in the feet, calves of the legs and back. This 
case received four injections of the serum, one every other day, 
and for a few hours would experience relief from pain, and then 
it would return. After the fourth injection he disappeared. The 
other case, M., 27 years old, has had rheumatism in back, knees 
and feet. The knees are painful, but there is no effusion. Has 
had four attacks of rheumatism in the last four years, this last 
being the worst attack. Had, on coming to the dispensary, March 
27th, 1908, a tight stricture in the anterior urethra and chronic 
posterior urethritis. Has had ten injections of the serum. At 
first there was slight improvement in the pain; the stricture has 
been dilated up to 26 F. from 19 F. In his case there will be but 
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little improvement, until the urethral lesions have been com- 
pletely healed. 

The cases of pure joint lesions, one in the wrist, two in the 
knee and two in the feet, all responded promptly to the serum. 
They all followed primary attacks. 

The wrist case, M. A., 36 years old, came to the dispensary 
September 23rd. First attack of gonorrhoea began fourteen weeks 
ago, was followed a week later with pain and swelling in right wrist. 
For six weeks was in the City Hospital, but left because an opera- 
tion was ordered. Had severe and constant pain in right wrist. 
Marked swelling and fluctuation, fingers stiff, due to adhesion 
of tendons. On September 23rd, October 6th and 8th, received 
the Torey serum. All pain was gone from wrist after the second 
injection. I could get no more serum till October 16th, when I 
received the first serum from Parke, Davis & Co. The pain had 
returned somewhat, but was not so severe. The amount of ef- 
fusion was nearly as great as in the beginning. October 16th and 
18th, received serum, pain all gone. Serum again November 3rd, 
when note made—wrist reduced tonormal. After this he received 
injections of serum at irregular intervals, when he came be- 
cause of slight return of pain. The swelling and effusion did not 
again return, and he gradually regained the use of the hand. 

The two cases of knee-joint were almost exactly similar: one 
came on during a primary attack of gonorrhoea, the other two 
months after all symptoms had subsided. The joint in each 
case, one eighteen days’, the other ten days’ duration, showed an 
immense amount of effusion, with a very painful joint; in each 
case, within a week, receiving the serum every other day, the 
effusion nearly disappeared, but after that remained slight in 
amount, the patients returning to work, and only returning for 
serum when there was a slight amount of pain. 

The two remaining cases involved the tarsus. One, A. A., 
35, laborer, had first attack of gonorrhcea four months before, 
had an attack of epididymitis in December, came in March. 
Several days before coming the dorsum of the foot was swollen, 
red and painful; was seen by an ambulance surgeon who incised 
the swelling; no pus appeared; there was at first some relief of 
pain followed by a return after the wound had healed; received 
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a single injection of serum, after which the pain was relieved and 
he returned to work. 

In the two cases of gonorrhoeal kidney, gonococci had been 
found present in the urine from each kidney; both these cases 
were of several years’ standing. After several treatments in 
each case, in which a 10% argyrol solution was injected into 
the pelvis of each kidney, gonococci could no longer be found in 
either kidney, but in each case the urine remained cloudy and 
one case had at times a tinge of blood in the urine Neither 
case had any pain. The serum was given several times in each 
case, but no change could be noted, the urine in each case remain- 
ing cloudy as before, and there was no reaction from the serum 
of any kind. 

The case of involvement of tube and ovary is related here to 
call attention to the possible value of the serum in these cases, 
when they are acute, rather than for any result which I got in 
thiscase. The patient, Mrs. M., 28 years old, married seven years, 
shortly after marriage was infected by her husband, shortly after 
this had severe pain in region of left ovary, went to hospital, 
where she was told she must have an operation. This she refused 
and returned home. She remained in bed awhile, gradually 
got better, and the following year had a healthy child which is 
now six years old. Several months ago pain returned to site of 
left ovary, not so severe as it was seven years ago. Was again 
told she must have an operation. Her husband brought her to 
me March 26th. There was pain on palpation over left side of 
abdomen and by the vagina there was more pain on left side 
than on right. Gave her serum March 26th and 28th, when she 
disappeared. When she came March 28th, she said she was very 
much better. (*) 

There were two cases of persistent presence of gonococci in 
the urethral discharge; the first case had had gonococci in a very 
slight urethral discharge. He had been under treatment a long 
time, and I believed that the focus of infection was in the prostate, 
having demonstrated gonococci in material expressed from pros- 

(*) Since this paper was read, I saw this patient in the dispensary in latter 
part of May, where she brought her child for vaccination. Stated that she had had 


much less pain than before she received the serum, but was not well; still she 
had had no treatment since that time. 
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tate. Patient received two injections of serum one week apart, 
as he came only once a week to the office. The serum caused him 
so much discomfort and pain in the arm, following its injection that 
he asked me to discontinue it. It is rather curious, but though 
the patient received massage and irrigation with 1 : 1000 silba- 
mine only once in two weeks, no gonococci have been found 
since February 23rd, the day he received his second injection. 
He still receives treatment every second week. I am well aware 
that the serum is supposed to have no power over the gonococcus, 
but a similar case of a year ago is worth reporting in this connec- 
tion. A patient who had been treated by Dr. Ackerman, one of 
my assistants, for six months, by massage and irrigation, was 
sent to me for an opinion. This was in November, 1906. He 
had had his first and only attack of gonorrhoea five years before, 
had been almost continually under treatment, but for several 
years had been practically in the same condition, though he had 
improved considerably during the past six months; but now his 
condition was again at a standstill. No gonococci were found 
in the slight discharge stripped from the anterior urethra, but 
the bladder urine contained these micro-organisms, and as the 
prostate was still soft and material could be expressed, I advised 
the continuance of present treatment for another month, when 
he was to call again for an examination. At his second visit a 
month later his condition was practically unchanged. I then 
advised cessation of all local treatment and a trial of the anti- 
gonococcus serum. In the next six weeks he received about 
fourteen injections. At that time there was complete cessation of 
all symptoms. The prostate was normal, there was no urethral 
discharge, there were no gonococci in the urine, the patient felt 
well and better able to do his work. A beer test produced no 
change, and though he was followed by Dr. Ackerman for several 
months after this he had never had any return of trouble. 

The second case on which the present serum was used, was 
peculiar and I have placed it under this heading (persistent 
presence of gonococci), although it does not strictly belong here. 
But I think it worthy of an extended history. 

Dr. W., 33 years old, from a neighboring city, came to me 
four years ago with a chronic gonorrhoea which he had had for 
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several years. He had a gonococcus-bearing discharge, profuse 
in character, a very large prostate, soft and full of material. 
After this had been cleared up, I found he had a badly strictured 
condition of the urethra and after I had dilated him from 12 F. 
to 23 F., he discontinued coming. A year later he came with an 
apparent fresh infection which was quickly subdued; the strictures 
were unchanged since last treatment, that is, had not progressed. 
He brought with him a brother physician from his town to see 
how I treated him, as he was to continue the treatment of dilata- 
tion. This proved unsatisfactory and he stopped all treatment. 
The following year he again appeared with an apparent 
fresh attack which was again quickly subdued, but he still neg- 
lected the stricture which was about as before. In February of 
this year he appeared again, with a profuse gonorrhoeal discharge, 
which for two months he had been treating himself with argyrol 
and was getting worse all the time. The day he came, the dis- 
charge was profuse, the posterior urethra was involved, and he 
seemed to be thoroughly infected. He was obliged to keep at work 
and could only come to me once a week. On the following visit, 
one week later, he had a beginning epididymitis, the discharge 
was still profuse and the urine had the thick cloudy appearance 
which I have come to look upon as a precursor of epididymitis. 
I injected the contents of one vial into his arm and dressed the 
testicle with guaiacol ointment. On his appearance the following 
week there was no discharge, the urethra was dry, the urine was 
perfectly clear. He stated that twenty-four hours after receiving 
the injection he began to feel better all over, the pain had left the 
testicle, the discharge abated and there was no urethral discomfort. 
He received the serum twice more, at weekly intervals. There 
has been no return of any of his symptoms, nor can the gono- 
coccus be demonstrated. I have reported these three cases at 
length, because as a rule in the large number of cases in which I 
have used the serum, the gonococcus has persisted after relief 
of the rheumatism or the epididymitis. 

One case of acute prostatitis appeared, in which the serum 
was used once a day for three days, with relief of the pain and 
throbbing. 

One case of acute vesiculitis. This patient had been discharged 
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by his physician as cured, though he complained of deep- 
seated pain which grew steadily worse, and I was called to see 
him at his home. He could not sleep, had been in bed all day 
with great pain. I found the left vesicle hot, swollen and ex- 
quisitely painful. Within an hour after receiving the serum, there 
was sufficient relief from pain for him to sleep.- He received 
three treatments in all, was allowed to get up and go out. He 
attempted to go to work, and a few days later developed an 
epididymitis on the corresponding side. 

The case of threatening epididymitis was a case of gonorrhcea 
at the dispensary, whose urine presented the thick cloudy condi- 
tion which I mentioned above as a precursor of epididymitis. 
He received three vials, at these visits. The urine remained 
thus cloudy for two months in spite of local treatment, but 
epididymitis did not develop. I cannot say that the serum pre- 
vented it. 

With the cases here presented, however, as well as with cases 
treated the previous year and a half with the serum furnished 


by Dr. Torey, I have come to rely upon it as a valuable aid in 
the treatment of these cases. 


DISCUSSION 


Dr. SAMUEL ALEXANDER, of New York. I would like to ask Dr. Swin- 
burne if he has had any bad results after gonorrhceal arthritis ? 

Dr. SWINBURNE. No, I have not had any bad results. 

Dr. ALEXANDER. Have you had any bad results from the serum at all, 
I mean results which would contra-indicate its use? 

Dr. SWINBURNE. No, none but the local reaction which sometimes 
results. 

Dr. ALEXANDER. I am not in a position to state what I am going to state 
on a thoroughly scientific basis. It is purely the result of personal experience, 
an empirical reason against the use of the serum in arthritic cases. But the 
results which we have had in the hospital service at Bellevue have been very 
unfortunate. We began to use the serum shortly after Dr. Torey introduced 
it to the profession. I think we used it about two and a half years ago. The 
cases we selected were cases of knee and ankle joint arthritis. We used it 
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under the personal direction of Dr. Torey, and whereas we had not had a 
suppurating joint in the ward for several years before, we had three cases of 
suppuration in the knee joint, in succession, following the use of the serum. 
In these cases the gonococcus was found in the pus from the knee joint, after 
ithad been opened. It may be that these would have gone on to suppuration 
without the use of the serum, but it appeared very remarkable that the date 
of onset was identical in each, that is, after the third injection. We gave 
three injections a week, and at the end of the first week, in each case, suppura- 
tion occurred. The consequence was that we stopped using serum in joint 
cases. We then endeavored to see what results we could obtain from the 
use of the serum in cases of prostatic suppuration, (I do not mean fully formed 
abscess, but the multiple foci forms) and, in these it gave absolutely no re- 
sults. 

We have, this winter, taken up the use of the vaccines as prepared by Dr. 
Hastings, of the Clinical Laboratory of Cornell, and we have been giving them 
under his direction. Our experience has not been sufficient to form any 
generalization. I can only say that since the first of January, we have had 
four cases of marked gonorrhceal arthritis of the knee in which the subsidence 
of the pain and of the fluid in the joint has been so marked, that there seemed 
to be some connection between the treatment with the vaccines and the sub- 
sidence of the symptoms. At the same time, of course, I do not mean to make 
any generalization on observations which are so limited. 

I am quite ready to admit that our experience with the serum is unique, 
in view of testimony such as Dr. Swinburne gives, as well as that of other 
observers; but these suppurating joints were very discouraging to us, and led 
us to suspect that there may be some danger in the use of the serum, and that 
it should not perhapsbe used as freely as one might suppose from the published 
reports. I had hoped that Dr. Edgerton would be here to give the results he 
has had in the out patient service. His results have been far better than mine 
have been in the house cases. In the ambulatory cases the subsidence of 
symptoms of arthritis under the use of the serum has encouraged him to con- 
tinue, so that even in our own household there is a difference of opinion, and 
I had hoped he would be here this morning to take issue with me. 

Dr. Francis R. HAGNER, of Washington. I have had no experience with 
the Torey serum at all, but I have used the vaccines, and my experience 
tallies very closely with that mentioned by Dr. Alexander. I, of course, have 
not had a great many cases yet, and I can not speak definitely on the point. 
I have treated three cases of gonorrhceal arthritis with the vaccine. In one of 
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them the man had marked fever and was quite ill, he had an arthritis of the 
shoulder, ankle and hip, and an acute gonorrhoea. This patient had four in- 
jections, beginning with ten million and increasing up to fifteen. He had no 
reaction. Three weeks after the treatment was begun he was perfectly well. 
The second injection was given four days after the first with no reaction, the 
third one week later, and the last just as he went out of the hospital. The 
largest injection I gave was twenty million. No opsonic index was taken, 
the clinical symptoms were closely watched. 

There was another case of a man who had a synovitis, a very mild case, 
some pain, and not very much arthritic infiltration. There was not much 
fever. He had one injection, and in two days all the pain and swelling had 
disappeared. 

Another case was a fairly severe one in which the knee was affected. This 
patient left the hospital in two weeks, half cured. 

In these cases the symptoms disappeared very rapidly. So these three 
are rather favorable. Of course, no definite conclusions can be drawn from 
so few cases. 


I have used the vaccine treatment in chronic prostatitis, in about twenty 


cases now, of course combined with massage, irrigations and the ordinary 
treatment. Two of these cases I have been treating for two years, and the 
prostate had reduced in size, but it continued hard and indurated; almost 
immediately when I began to use the vaccines the induration began to disap- 
pear, and to-day they are in better shape than ever before. There is still some 
pus present, but they are improved. Other cases have improved. Some of 
the cases seem not to have been affected very much. 

I have tried it in two cases of gonorrhceal epididymitis. In one of these 
cases I began with fifteen million, and that man had a marked reaction. His 
temperature went up, there was redness at the site of the injection, some pain 
in the back and nausea. But the result in this case was very good. The 
pain practically disappeared in two days, the induration began to disappear, 
and he made an uninterrupted recovery. I used it in one case about two 
weeks ago, and it had absolutely no effect. This man in four weeks had three 
attacks of epididymitis. I operated on him just before I left Washington, 
and he made an uninterrupted recovery. I believe this vaccine treatment 
should be tried, especially in chronic cases. 

Dr. JAMES PEDERSEN, of New York. The first time I heard Dr. Rogers 
speak of the use of the Rogers-Torey serum, he reported the cure of a case of 
chronic knee joint trouble that was very convincing. In brief, the patient had 
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had some chronic knee joint trouble, had been the rounds of the general sur- 
geons and the orthopedic surgeons, and had even undergone some operative 
intervention, without benefit. Finally he fell into Dr. Rogers’ hands, and the 
use of the serum cleared up the joint symptoms. That case was so convincing 
that I tried the serum in the first case that presented—an ambulatory case with 
chronic, monarticular symptoms. I did not put the patient to bed; I argued 
that if this serum were to prove a specific, it ought to be tested with the patient 
walking about, following his ordinary vocation. Three injections of the 
Rogers-Torey serum were given—one every other day—without benefit in 
that particular case. The patient then disappeared. 

The second case was one of chronic rheumatism in the presence of a free 
urethral discharge. The only serum available was the Parke-Davis serum. 
He received an injection every other day for two weeks. There was absolutely 
no change noted. The patient was not put to bed, but he was urged to remain 
reasonably quiet at home. He also disappeared from observation. 

In a further conversation with Dr. Rogers, it was suggested that the serum 
would prove valuable in chronic prostatitis and chronic seminal vesiculitis, if 
not in the acute condition of those organs. I then tested it in a case of cavern- 
itis of gonococcic origin. There was some improvement, but having no 
precedent as a guide, antiphlogistic measures were employed as well. The 
tisk of curvature and its consequences was considered too great. The patient 
had pain, sometimes decided pain, in the shoulders. The Parke-Davis serum 
was injected every two or three days, off and on, for three or four weeks. 
From time to time he complained of headache, malaise and lassitude, for 
which the serum did not seem to account, however. That question was 
specially tested. The cavernitis cleared up completely, practically speaking; 
but the local measures employed and the general tonics that were finally given, 
seemed to have more to do with the man’s improvement in general than did 
the serum. I tried the serum similarly in the incipient stage of a case of gono- 
coccic periurethritis without result. 

Perhaps I should apologize for mentioning these few cases. As Dr. 
Hagner has just said, we cannot generalize from a limited experience. Every 
reported case, however, adds to the evidence. 

I heard Dr. Swinburne’s paper of two years ago. It attracted me, but it 
did not convince me, nor does his present paper. The case of relapsing 
epididymitis in which suppuration took place, in spite of the fact that tubercle 
bacilli were not found, impresses me as a case of tuberculous epididymitis. 
It is to be noted that in another case the patient had been in bed for seven 
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days, and that two injections of serum had been given in that time with good 
result. Would not rest in bed, and the incidental treatment alone account for 
the improvement ? 

Dr. Louis E. Scumipt, of Chicago. Having had experience with both the 
serum and the vaccines, I set up a little scheme by which it has permitted me 
to make fair comparisons with different kinds of cases, and with different forms 
of treatments. Acute without complications, acute cases with complications, 
such as prostatitis, vesiculitis, epididymitis, and another class such as articular 
complications, and this same classification for the chronic cases. I have kept 
up this classification with the dispensary, hospital and private patients. 

Now, with the serum cases my experience has been somewhat limited, but 
I should only like to point out a few of these cases that I have seen, that are 
possibly worthy of mention. The serum is supposed to be especially effect- 
ive in more or less chronic cases, not in acute cases, because my experience 
was mostly with the chronic cases. Some of these cases with prostatitis and 
epididymitis received serum injections three times a week, and I noted all 
kinds of complications arising during the course of serum treatment, without 
any improvement to the conditions for which it was given. Now, I may state 
that some of these serum cases, as well as some of the vaccine cases, have 
received absolutely no other treatment except these, and then other cases 
have also received the ordinary local treatment plus some general internal 
treatment. 

It has been different with cases where I have given vaccine treatment. 
I have had an experience with something like forty vaccine patients, fairly 
well observed; they were all bedside cases, and then cases that had almost 
all kinds of complications; some of these were treated simply with vaccines, 
and most of them with thelocal treatment and possibly some general treatment. 
The vaccine treatment up to date with me—and I have been using Parke 
Davis & Company’s vaccines—has been absolutely of no value whatever. 
I have not seen one iota of change, in any shape or fashion, absolutely no 
improvement whatever, neither have I been able to note that the patients got 
any worse under vaccine treatment. I think forty cases is a fair number to 
make a statement on, and I am absolutely positive there was no change what- 
ever. I have given ten million, twenty million, thirty million, sometimes twice 
a week, in fact, I have given twenty and thirty million on successive days, 
without any reaction as to temperature or pulse, no relief from pain, no relief 
from the condition whatsoever. Some complained severely of pain in the 
back and neck following the injections. 
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Dr. SAMUEL ALEXANDER, of New York. I should like to ask Dr. Schmidt 
what his experience had been before the use of the vaccine, as to the fluid in 
the joint and the pain subsiding simply by rest. Does he think that in the cases 
that I have cited, where the fluid was absorbed so rapidly and the pain disap- 
peared so quickly, it could have been due to accident and not due tothe vaccines ? 

Dr. Scumipt. In a large number of the cases—I cannot state positively, 
but I should say twenty or twenty-five—they were complicated with articular 
gonorrhceal rheumatism. I used the vaccine treatment, and I have not been 
in a position to note any improvement whatsoever with this treatment. I 
am inclined to believe that the ordinary treatment, with the Prier passive 
congestion, which has been much neglected, causes just as rapid subsidence 
of the pain and swelling without the vaccines as with them. In fact, I know 
of no beneficial results whatever from the vaccines. 

Dr. ALEXANDER. The point is, where there is rapid subsidence of the pain 
and swelling, when no other treatment than the vaccines was used, do you 
think the improvement was merely accidental or due to the vaccines? 

Dr. Scumipt. I have not seen any such cases as you refer to. 

Dr. ALEXANDER. I only wanted to know whether it was the experience 
of others, that there was a rapid subsidence of the fluid in these cases, fol- 
lowing the use of the vaccines. 

Dr. Huca H. Youne, of Baltimore. I am sorry I cannot give you any 
detailed statistics. My associate, Dr. Geraghty, at the Johns Hopkins Hos- 
pital, has made a very careful study of vaccines of the gonococcus, the colon 
bacillus, and other urinary organisms. The results have been these: No 
reliance can be put in vaccines prepared in the laboratory from a culture which 
was not from the case. In other words, that it was necessary to get the vaccine 
from the case in order to get any results. We all know that Booker described 
sixty varieties of the colon bacillus, different in pathogenicity and various 
ways. And the same thing pertains to the gonococcus. Some cases are very 
virulent, and some very mild. Culturally, they are entirely different. Some 
are very difficult to grow, and will grow very sparsely, only on the best special 
media, whereas I have seen even some gonococci grow on ordinary agar. 
I think this marked difference in cultural characteristics and pathogenicity 
makes it absolutely necessary to take the cultures from our case, and make the 
vaccines. That is certainly true of other organisms. With the colon bacillus 
itis absolutely necessary to get the cultures from the case to be treated. Ger- 
aghty’s results would seem to indicate that it is true in the case of the gono- 
coccus. 
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Now, the results, as far as I can generalize them, have been, in a way, 
disappointing. 

Dr. Louis E. Scumipt, of Chicago. I have had some experience with the 
auto-vaccines. Drs. MacArthur and Hollister of Chicago furnished me, two 
years ago, with material. The cases in which I used these were limited in 
number, but the results were apparently the same as those with the use of the 
P. D. & Co. vaccines. It is manifest that if the value of the treatment is 
going to be general, we shall have to use a stock vaccine and not an auto-vaccine. 
My observations with the P. D. & Co. product have been purely clinical. 
No indices have been taken, except in those cases with the auto-vaccines. 

Dr. FrANcis R. HAGNER, of Washington. It seems peculiar to me that 
the Doctor has had no reaction in his cases. I do not know whether the 
vaccine is all right or not. I have been using vaccine from Mulford, and 
there is no question but what you can get a reaction. I have noted a reaction 
from fifteen million. It is possible that there may be some trouble with the 
vaccine. There may be a great deal in what Dr. Young says, about using 
vaccines from the case, but men in England are now using stock cultures. 

Dr. JAMES PEDERSEN, of New York. In a conversation, recently, with 
Dr. Rogers, I quoted these results. He gave me the impression that the 
serum had not stood the test, and they had practically abandoned it, and had 
gone over to the “‘vaccines.”” What Dr. Alexander. has said about the use 
of vaccines, as prepared by Dr. Hutchinson, is corroborated by what Dr. 
Young has said. The auto-vaccine question also was mentioned by Dr. 
Rogers. 

Dr. Hucu Casot, of Boston. We have had no experience with the 
Rogers-Torey serum. We have, on the other hand, run a considerable 
series of cases—all joint cases—with vaccines. The work has been done 
by Dr. H. F. Hartwell, and has been followed with a good deal of care in the 
wards. We have not, as yet, done much with ambulatory cases, because 
those cases are apt to go off and leave us at any moment. We have abandoned 
the use of the index, as we have been unable to find any correspondence 
between the clinical conditions and the index. We have succeeded in trapping 
all our vaccine specialists, by giving them specimens from the same patient 
on the same day and getting a different index. We have given it up as an 
unnecessary expenditure of their energy. 

We have also run parallel series of cases with autogenous vaccines and 
stock cultures, and we have found that the autogenous vaccines were much 
more valuable. In three cases which I remember, the stock cultures gave no 
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result, but the use of the autogenous vaccine was followed by good results. 

The most noticeable thing in these cases was the relief of the pain, and 
the absorption of the fluid, which seems to me to be very much more prompt 
than in the ordinary cases. I remember one particularly striking case, in 
the service of Dr. A. T. Cabot, of a Hebrew gentleman, in which the pain was 
very severe. Within twelve hours the pain was relieved and did not return. 
And the temperature has, as a rule, fallen with the relief of pain. 

In regard to the amount of vaccines used, we have sometimes run the 
amount up very high, especially in very chronic cases. In regard to the fre- 
quency of dosage, we have tentatively come to the conclusion that in cases 
with much systemic disturbance, they appear to use up the vaccines much 
more rapidly and we now give comparatively small doses, every other day. 
These seem to give more benefit than a larger injection given at longer inter- 
vals. 

The number of our cases is not large—about thirty—but they are com- 
paratively well observed. 

Dr. GEorGE S. WHITESIDE, of Portland, Oregon. I have not had any 
experience at all with the Rogers-Torey serum, but merely with the vaccines 
as prepared by Mulford, and my experience has been exactly co-incident with 
Dr. Schmidt’s, that it produced no effect whatever, except sometimes pain at 
the point of injection of the serum. I have had about fifteen cases, almost 
all of them joint cases, but there were three or four cases of chronic epididy- 
mitis. I believe that this matter is in such an experimental stage at the pre- 
sent time, we really know so little about it, that we are bound to be at vari- 
ance in our opinions. 

I remember some years ago when Dr. Young devised a culture medium 
for growing gonococci, and he published it in a reprint, and I made some of 
the culture material and tried to grow gonococci on it in Boston, and they 
would not grow. I tried for about a month and became very much dis- 
couraged with it. Finally, I sent about a dozen tubes to Dr. Young by ex- 
press, and he sent them back in a couple of weeks with a very pleasing letter. 
He sent some of the tubes that he had made with gonococci growing on them, 
and also some of the tubes that I had made with gonococci growing on them, 
and they all came from Baltimore. I have always since then believed that 
there was some difference in the plant. 

Dr. SWINBURNE, in closing. There is a great difference in gonococci, 
and in Dr. Torey’s early serum it was found, and I found in some cases, 
that in gonorrhceal rheumatism and in epididymitis a serum that would pro- 
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duce -good results in one case would not give any results in another case, 
Maybe, after using this serum and getting new serum, the patient would 
experience wonderful relief after the first injection. It was then found that 
the serum from one strain was not good for a gonorrhoea from another strain. 
I think Dr. Torey found three strains in New York. I know that the serum 
has been disappointing in many instances, and I think that was one of the rea- 
sons why the early cases in Bellevue did not do well—one of thereasons, atleast, 

The first time that I knew anything about, or saw any of the results of the 
anti-gonococcus serum I had a case at the dispensary, a man who had come 
with the right knee joint swollen and red. I told him he must go home and 
not move around, and that I would come to the house and treat him. He 
said he would have to go to the hospital. I sent him to the Gouverneur Hos- 
pital. Eight days afterwards he came to the dispensary perfectly well. I 
was amazed, because I thought he was good for three months. He told me 
they had injected something into his arm, and when I heard Dr. Rogers’ 
paper I recognized my case as the second case he had used the serum on. 
There was certainly something in that serum. 

I am very much surprised at Dr. Schmidt’s getting no reaction with these 
vaccines, because it was with the vaccines that Dr. Rogers got the enormous 
reactions, although I do not remember that he was especially pleased with 
his results. That I do not know about. 

I have not used the vaccines; I have used only the serum, and it has given 
me a great deal of satisfaction in a great many cases—twenty-seven cases of 
acute epididymitis, the majority at the dispensary, and certainly the result in 
those twenty-seven cases is better than if the serum had not been used, and 
that is almost enough cases to judge from. I know that we get a reaction. 

As to the case that Dr. Pedersen said was probably tuberculous, I have 
always thought that it was. It was the right epididymis that was always re- 
lapsing. He came with an abscess in the left side, which was followed by an 
atrophied testicle, which is still atrophied. 

A doctor who comes in to see me every time he is in town, has had an old 
gonorrhoea with a tight stricture. Only a little while ago his gonorrhea 
relapsed, and his urine was in pretty bad condition, and he came to me with an 
epididymitis. I gave him an injection of the serum, and I saw him a week 
later, just a day before I came down here, and he told me that within twenty- 
four hours after the injection the pain had all disappeared. It was a severe 
case, and a chronic one. His urinary secretion was very much easier, and he 
felt a marked reaction from the serum itself. 
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There is one case that I want to speak of, a case that has been under treat- 
ment for five years, under different doctors. He had been treated by one of 
my associates for a chronic prostatitis for six months, and while he had im- 
proved, yet he had a discharge, and that discharge contained gonococci. He 
was sent to me for advice. On examination I found that the centrifugalized 
second glass of urine also contained gonococci. I advised the continuance of 
the treatment by massage, irrigations, and so on, for a month longer, and the 
patient returned in exactly the same condition. I then advised his doctor to 
let him alone completely and try the serum. The man got about a dozen 
injections of the serum during three weeks, and at the end of six weeks he 
was examined and found to be perfectly well, and he has remained perfectly 
well ever since. It is supposed that the serum has no effect on the gonococci, 
but there have been a number of cases of that kind, and the results were very 
striking. 


A FURTHER REPORT OF THE OPERATIVE TREAT- 
MENT OF ACUTE GONORRHEAL EPIDIDYMITIS 


By Francis R. Hacner, M.D., of Washington, D. C. 


HE preliminary report upon this subject was presented in 

March, 1900, as a thesis for admission to The American Asso- 

ciation of Genito-Urinary Surgeons, and was published in The 
Medical Record of October 13, 1906. In The American Journal 
of Urology for May, 1906, an article appeared by Dr. L. Bazet 
of San Francisco entitled “Preliminary Note on Epididymotomy 
for Blenorrhagic Epididymitis based on 65 Cases,” in which 
he states he first performed this operation in 1897, but as there 
was no published report of his work before May, 1906, I was 
unaware of his operation, and for that reason no mention of it 
was made in my preliminary paper. His operation differs from 
mine in that the incision is differently located and that he does 
not open the tunica vaginalis, which has been a seat of marked 
disease in all my cases. It is interesting to note that the results 
Claimed for his operation are practically identical with those 
reported in this paper. In his communication he states that 
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patients are up and about in from four to seven days, but does not 
state the rapidity with which the induration of the epididymis 
disappears, so of course I cannot state whether the results are as 
good as regards this feature, as if the tunica vaginalis had been 
opened, and the fluid nearly always present therein evacuated, 
the false membrane covering the epididymis removed, and the 
tunica vaginalis irrigated with 1 to 1000 bichloride solution and 
drained. 

Dr. Bazet states that in the last eight years he has operated 
on sixty-five cases, and says that the operation is benign and that it 
ought to be performed as soon as the disease is diagnosticated. 
He has found the gonococcus present in one third of his cases, 
and has never had any atrophy, hernia, necrosis of the testicle 
or any mortality. In his preliminary report he does not state 
the percentage of cases in which pus was present, nor the length 
of time the disease had existed before operation. 

I will not go into the history of operations for gonorrhceal 
epididymitis in this report, as I took up this point in my original 
paper. At the time I operated on my first case, I had never 
known of any open operation having been done for this condition. 
The operative treatment for gonorrhoeal arthritis was the proce- 
dure that suggested to me the surgical intervention in these cases. 
I feel it might be well to give a brief résumé of the operation as 
described in my previous paper, which operation I have found no 
reason to modify. At a point over the juncture of the epididymis 
and testicle, an incision six to ten centimetres in length is made 
through the skin and parietal layer of the tunica vaginalis. After 
the serous membrane is opened all fluid is evacuated, and the 
enlarged epididymis examined through the wound. The testicle 
with its adnexa is delivered from the tunica vaginalis and en- 
veloped with warm towels. The epididymis is then examined 
and multiple punctures made through its fibrous covering with 
a tenotome, especially over those portions where the enlargement 
and thickening is greatest. The knife is carried deep enough to 
penetrate the thickened fibrous capsule and enter the infiltrated 
connective tissue. When the knife is through the thickened 
covering of the epididymis, a very marked lessening of resistance 
will be felt. If pus be seen to escape from any of the punctures, 
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the opening is enlarged and a small probe inserted in the direction 
from which the pus flows, then by a backward and forward mo- 
tion of the probe the opening is enlarged and the pus allowed to 
escape. By this method I believe there is less danger of injuring 
the tubes of the epididymis than by cutting with a knife. After 
the probe is passed in, pus will be evacuated by light massage in 
the region of the abscess and a fine pointed syringe is used in 
washing out the cavity with 1 to 1000 bichloride of mercury, 
followed by physiological salt solution. The testis is then re- 
stored to its normal position, and in everycase the tunica vaginalis 
is thoroughly washed with 1 to 1000 bichloride, followed by nor- 
mal salt solution. The incision of the tunica vaginalis is lightly 
closed with a running catgut suture, a cigarette drain of gauze 
is then applied over the incision, the skin being brought together 
with a subcutaneous silver wire suture, the cigarette drain passing 
out at the lower angle of the wound. Silver foil and a sterile 
dressing are now applied and the part supported by a wide T 
bandage. 

In every case in which I have operated, fluid has been present 
in the tunica vaginalis, varying in amount from two drams to 
two and one half ounces; the larger the swelling the greater the 
amount of fluid. This fluid resembles that seen in gonorrhceal 
joints, in that it is usually slightly blood-stained and contains a 
varying amount of fibrous material in which are entangled a few 
leucocytes. The parietal layer of the tunica vaginalis is congested, 
and that portion of the tunic covering the epididymis is intensely 
congested and seems to be the seat of small punctiform hemor- 
rhages. In a number of cases the whole of the body, the globus 
major and globus minor were covered by a false membrane, al- 
most like that of diphtheria,which left a bleeding surface on re- 
moval. In fact it isan exception that this condition does not 
exist to some degree. This membrane is composed of fibrin, a 
few leucocytes and cell detritus; no gonococci were demonstrable 
in the membrane but they were present in the pus which es- 
caped by puncture of the epididymis. I believe this descrip- 
tion is identical with that in gonorrhceal inflammation of synovial 
membranes. 

On palpation the affected epididymis is discovered to be very 
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much thickened, being more marked in the region of the globus 
minor. Here it is often of stony hardness and, on puncture 
blood of almost tarry appearance will exude. Next to the globus 
minor, the globus major appears to be the most involved portion, 
and it is in this latter locality that I have found pus containing 
gonococci in several of my cases. The body is infiltrated in the 
same manner but not to,the same degree. In a few of the cases 
there was so much infiltration of the epididymis that the skin 
and subcutaneous tissue were dissected off the posterior aspect 
of the epididymis, and punctures were made in this region with 
the exudation of dark blood and pus. 

The relief from pain and rapid resolution seem to be just as 
great whether or not pus be present, and these results are, I be- 
lieve, explained by the relief of tension due to the multiple punc- 
tures of the epididymis, the evacuation of the fluid from the tunica 
vaginalis and the drainage. The second day after the operation 
the cigarette drain is removed and the wound is redressed, when 
there is usually noted a small amount of ooze in the dressings. 
The drainage continues for from four to six days and in a week 
the wound is healed. The patients have, in every instance but 
one, been up and walking around, free from pain, by the seventh 
day. ‘The remarkable feature is the rapidity with which the 
induration, not only of the epididymis but of the cord, disappears, 
it being much more rapid than by any other method known to 
me. 

Since March, 1905, over three years, I have operated on but 
nineteen patients, not more than 1o per cent. of my patients of 
this class, selecting the severest cases only because there may be 
some doubt whether this procedure affects the tendency to sterility. 
It is recognized that the organization of the exudate which blocks 
the tubules is a factor in the production of sterility; the rapid 
resolution which ensued upon the operation should therefore 
recommend this procedure as a preventive of sterility. I have 
operated on but one case that has not been absolutely relieved 
of all pain on recovery from the anesthesia. This one case was 
avery acute and severe form of epididymitis of three days’ duration 
in a very nervous young man, in which there were from thirty to 
forty miliary abscesses scattered through the epididymis. In 
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this case, it was necessary to employ two one-eighth grains of 
morphia hypodermically during the twenty-four hours following 
the operation, but after this time the pain entirely disappeared 
and the patient made an uninterrupted recovery. 

It is really remarkable to note the difference in the condition 
of these patients before and after operation. I have seen some 
writhing in pain, afraid to have the testicle touched or moved, 
but after recovery from the anesthetic they would be absolutely 
free from pain and even considerable pressure over the affected 
organ would not cause complaint. The fall of the leucocyte 
count is rather interesting, the most marked being from 33,000 
to 8400 in forty-eight hours. Along with the decrease in leucocyto- 
sis is a parallel fall in the temperature curve and pulse, the temper- 
ature reaching normal within thirty-six hours and remaining 
there, or with a very slight fluctuation, not over half a degree. 
There have been no cases of infection following the operation, 
nor have there been any cases of recurrence, atrophy of the testicle, 
or other distressing sequele. 

A study of the accompanying table shows: 

Two cases only had had a previous attack of gonorrhoeal 
epididymitis, in both of which the same testicle was involved in 
the second attack. 

The duration of the gonorrhoea before the epididymitis de- 
veloped varied from two weeks to six months. and as a rule the 
earlier the epididymitis developed the severer the complication, 
although one case that had had gonorrhcea for six months proved 
to be one of the severest I operated upon. 


The pain in these cases has been of a most severe character, 
not being relieved by the usual medical treatment followed in 
this disease. Quite a number of these patients experienced no 
comfort from large and oft repeated doses of morphia, whereas 
every case was absolutely free from pain immediately following 
the operation, and none of them with one exception had to have 
any form of anodyne. 

The amount of swelling varied, as accurately as we could 
measure it, from fifteen to thirty-one centimetres in circumference. 
In most of these cases the induration of the cord and epididymis 
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was very marked, the globus minor being the portion of greatest 
involvement, although in two cases the globus major was the 
portion most involved, and at the operation was seen to be the 
seat of abscess formation. 

The fall in temperature in these cases is rather significant. 
In every case the temperature has been lower after operation 
than before, and in one patient it dropped from 104° to normal 
in the first twenty-four hours after operation. Running parallel 
with this drop, is a marked decrease in leucocytosis, the most 
marked being from 33,000 to 8400 in forty-eight hours. 

Pus was present in seventeen of the twenty-one cases, being 
in the globus minor in twelve cases, in the globus major and 
minor in three cases, in the globus major in one and in the tunica 
vaginalis in one case, this latter having no abscess involvement 
of the epididymis. 

Of these twenty-one cases, the gonococci were demonstrated 
five times in the pus from the epididymis, and once from the tunica 
vaginalis when none could be found in the epididymis. 

One of the most remarkable effects of this operation is the 
very rapid disappearance of the induration in both the cord and 
the epididymis. The wounds are usually healed in less than a 
week, and unless rather carefully palpated the affected side would 
escape notice. None of the patients have had the hard nodular 
condition of the globus minor lasting for a long time, such as 
persists so frequently in those treated without operation. 

Taking an average of the time in which the patients were up 
and about and entirely free from pain, we find it to be five days. 
All these patients recovered without complications; none of them 
have had relapses, and in some of the patients the improvement 
of the urethral condition following the operation has been very 
marked. We notice so often in gonorrhceal epididymitis treated 
medically, that as soon as the epididymitis improves the urethral 
discharge seems to increase—this increase of discharge does not 
occur in cases upon which epididymotomy has been performed. 
It has occurred to me that possibly when the epididymis is punct- 
ured drainage of the vas may result. I can not say definitely wheth- 
er this operation lessens the liability to sterility of the affected side, 
but I might add that I have carefully massaged the ampulla of 
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the vas deferens and the seminal vesicles of the affected side and 
obtained motile spermatozoa, but I have never been absolutely 
sure that in massaging, fluid from the opposite side was not 
expressed, but I do know that it stops the pain, that the repair 
is very much more rapid, and that the patients are most grateful 
for the relief of their suffering. 


DISCUSSION 


Dr. SAMUEL ALEXANDER, of New York. I should like to congratulate 
Dr. Hagner, upon the results which he has obtained, and upon having called 
attention so clearly in his former paper to this very valuable method of treat- 
ment. 

Dr. Hagner has said everything that can be said about the operative tech- 
nique, but there is a question as to the pathology that I should like to speak 
about, but without giving any explanation. I notice that in the histological 
examination of the fluid of these abscesses, it is the exception rather than 
the rule to find the gonococcus present. From Dr. Hagner’s chart I take this, 
that in only four cases was the gonococcus found on the smears. In two 
cases it was found in culture, and one of these was one of the cases in which 
it was found upon the slide. In twelve cases it was not found at all, neither 
upon the slides nor upon cultures, and in two it is not stated where it was 
found. 

Dr. HAGNER. Those were on slides. In the cases where cultures were 
taken it was found on slides too. 

Dr. ALEXANDER. It was found on slides then, where the cultures were 
taken? So that we have a very large proportion of twelve cases in which it 
was not found at all, either in culture or on the slides. The gonococcus was 
found in three cases in the tunica vaginalis, and in thirteen it was not stated. 
I should like to ask whether any further bacteriological examination was 
made of the discharge? Was any other organism found to account for the 
suppuration ? 

Dr. HAGNER. No cultures were made. No other organisms were present 
on the slides where the chart says ‘No organism.” 

Dr. ALEXANDER. During this winter we have had a unique occurrence 
in certain cases of suppurative epididymitis, admitted to Bellevue Hospital. 
Three cases were admitted for epididymitis. In all of these, marked sup- 
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, puration in the tunica vaginalis occurred, and on examination pure cultures 
of the streptococcus were found. 

Dr. HAGNER. Cases of acute gonorrhoea? 

Dr. ALEXANDER. Acute gonorrhoea complicated by prostatic abscess. 
In all of these three cases which were operated upon, the epididymitis, which 
existed as a complication of the prostatic abscess, underwent very rapid sup- 
puration. In four of these cases the pus was in the tunica vaginalis. The 
globus minor was practically destroyed by this suppurative process, so that 
an epididymectomy was done at the time the abscesses were opened. I 
mention this, not to decide the question at the present time, but in order to 
make this suggestion to the Association, that those of us who are working 
in this direction should keep it in mind, as having a very important bearing 
upon our treatment in these cases; because the claim that is being made, 
that we are going to cure eventually all cases of epididymitis by the use of 
toxines—serum or vaccines—is invalidated by our present bacteriological 
findings in these cases of epididymitis. 

Dr. F. TILDEN Brown, of New York. I should like to take the oppor- 
tunity to congratulate Dr. Hagner on his advanced and original method of 
dealing with the sometimes serious, and often relapsing complication of gonor- 
rhoea, which has baffled us so long. I shall hope in the near future to give it 
a trial. I rise mainly to speak of the last speaker’s contention for positive 
differentiation of cases of gonorrhceal epididymitis, from those of a different 
etiology. While recognizing its value, this demand for identification in every 
gonorrhceal case of epididymitis by culture, or positive microscopic recognition 
of the Neisser organism, is perhaps too exacting. We are unable, in not a 
few cases of gonorrhceal rheumatism, to identify an organism from this joint, 
and so it must occasionally be in this implication of the epididymis. While 
of nearer development to the seat of origin of the disease, we might, a priori, 
expect to find the organism more easily and more often; Dr. Hagner’s statis- 
tics, and those of Dr. Alexander, seem to indicate that this has not been the 
case. Because we are not able always to recover gonococci, it is not neces- 
sary, it seems to me, to conclude that such exceptional cases cannot be of 
gonorrhceal origin. It would seem that the interval between inception of 
these complications, and search for the organism, has not a little to do with 
the failure to find it. ) 

Dr. JAMES BELL, of Montreal. I rise primarily to congratulate Dr. 
Hagner on this very valuable paper, reporting this original work. The ad- 
vantage, as Dr. Alexander has said, seems to be in the new view which it has 
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given us of the pathology of gonorrhceal epididymitis. Whether the infection 
is purely gonococcic, or a mixed infection, or no gonococcic infection at all, 
the development of abscess in such a large proportion of cases—because 
Dr. Hagner has found it in about ten per cent of his cases, seventeen out of 
one hundred and ninety cases of gonorrhceal epididymitis—is very remarkable. 
The discovery of the evidences of suppuration in the mass which was left 
behind, in cases treated in the ordinary way, would seem to show that a very 
much larger proportion of these cases have a little pus, and this view was 
quite a new one to me. I had not thought that suppuration occurred in nearly 
such a large proportion of cases. Now, carrying this view to its logical con- 
clusion, the probabilities would seem to be that in a large number of cases 
the suppuration is recovered from more or less spontaneously, and there is 
a parallelism with appendix conditions. Dr. Hagner, I think, did not at- 
tempt to explain the reason of the suppuration being without the tubules, 
but it has occurred to me that it might very well be on the same lines as in 
the appendix cases. There might even be single or multiple perforations of 
the little tubule from the acute inflammation. And the logical conclusion 
would be, if we have such a process as that in a large number of cases of 
gonorrhoeal epididymitis, operative treatment will rationally become much 
more frequently employed in a much larger proportion of cases. We all 
know that in a great many cases of appendicitis, suppuration does not occur 
to such an extent as to perforate the appendix. It may be that in the milder | 
cases of gonorrhceal epididymitis the same condition exists, whereas in the 
more severe ones the suppuration is produced, and that the treatment would 
be parallel with the treatment of the appendix—not parallel with the so- 
called interval cases, but in the severer cases, treated in the ordinary surgical 
way. 

Dr. Epwarp L. KEyEs, Jr., of New York. I should like to mention one 
case that occurred in a hospital interne. On the seventh day of his first 
gonorrhoea he had a very slight inflammation of the globus minor of his epi- 
didymis. It began with very slight swelling, very slight pain, but the pain 
increased rapidly for about two days, when I first saw him. After a few doses 
of aconite his temperature went down to normal and his pain subsided. He 
was kept in bed for a few days, hoping that the whole thing was over. About 
the fourth day after that, he had a very sharp relapse, I should say at the 
junction of the middle and upper third of the epididymis. This attack was 
not relieved by aconite or by any local counter-irritants. In the course of a 
few days the pain subsided somewhat, but came back on the seventh day 
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. from the beginning of the attack. The temperature went above 103”. The 
pain was so great that I mentioned the possibility of operation, and he im- 
plored me to operate. I did so, and found conditions rather different from 
any which Dr. Hagner has described, but extremely interesting. In cutting 
through the tunica vaginalis I was surprised to find no fluid in it at all. The 
tissues were so thickened that I did not know when I got into the tunica vagi- 
nalis, until I cut into the tunica albuginea. Then pulling back the tunica 
vaginalis I came upon the epididymis, which was not materially enlarged. 
It was congested, but on the whole soft and not lumpy, and it was notable 
that in the globus minor where he had had the first inflammation there was 
nothing to differentiate the point of inflammation. At the junction of the 
middle and upper third of the epididymis where the active focus was, there 
was a nodule, like a hard chancre of the indurated papule type, a small, hard 
nodule that you could get between your fingers, and which did not suggest 
an abscess at all. I regretted deeply that I had not provided myself with a 
smaller bladed knife—I used a tenotome—and this little lump cut like carti- 
lage, and, cutting into it, there came out a most minute drop of pus. I was 
fortunate enough to catch this pus upon a couple of slides, and to identify 
gonococci in it. Immediately after the operation the pain, which had been 
intense before, was entirely relieved. I did not find that the sensitiveness was 
by any means relieved. In fact, I have had difficulty in. doing any operation 
in the scrotum, without giving the patient a particularly sensitive testicle for 
a few days. The pain did relapse for a few hours, but the patient’s tempera- 
ture did not exceed g9.2°. The patient remained in bed about five days. 
I had never understood why Dr. Hagner kept his patients in bed so long until 
I operated on this patient. The tissues are so inflamed that the healing must 
be slow. The testicle was sore and the patient did not want to get out of bed. 
He was entirely well five days thereafter. I noted that there was no increase 
of the discharge after the operation, and that the discharge, in fact, rather 
lessened, being less than it was,during the attack, but the patient now has 
gonorrhceal rheumatism, I am sorry to say. 

(NotE—This rheumatism disappeared in a few weeks). 

The important point, I think, in this case of mine, is the suggestion that 
the original lump got well of itself, although I am well satisfied that I did 
him a good turn in operating on his second lump. I do not think it possible 
that we shall ever come to operate upon all cases of gonorrhceal epididymitis. 

Dr. GEoRGE K. SWINBURNE, of New York. I want to congratulate Dr. 
Hagner, because I have often been tempted to operate on cases of epididy- 
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mitis where I did not, however, do so. One thing that particularly interested 
me was that so many of these cases had abscess. It brings me to report a case 
that I never have reported, because I was not quite sure of my findings. It 
was a dispensary case that had had a very severe form of epididymitis, which 
rapidly formed an abscess, and it wasso near the surface I opened it, got pus, 
and found a pure culture of the gonococcus in it. The case was unique in 
my experience. I had never before nor since seen a case of gonorrhceal 
epididymitis where there was suppuration and fluctuation, but of course, we 
do see that these cases really do suppurate, many of them. 

Dr. J. H. CUNNINGHAM, Jr., of Boston. I think it is unquestionable 
that Dr. Hagner has performed a distinct service in applying the general 
surgical principle of drainage to epididymitis. Since the meeting last year, 
I have performed the operation six times. It is unquestionable that in these 
cases the pain has been relieved almost immediately, arid everything that 
Dr. Hagner has said has been observed in these few cases. In two of the cases, 
however, the vas seemed to be inflamed also, being enlarged and quite red, and 
besides puncturing the inflamed epididymitis, I drained the vas after the method 
devised by Dr. Belfield. On opening the vas, I found the mucous membrane 
quite red. It was unquestionable that the inflammation was present in the 
vas in these two cases. 

In the first case that I did, I failed to open the tunica vaginalis as Dr. 
Hagner advises, presumably because of the large amount of inflammation 
and induration about the epididymis. The epididymis was reached from 
the back, and the punctures made, the tunica subsequently being opened and 
the secondary hydrocele relieved. Induration has remained in all my cases, 
not a defined induration, not nodular as we see it in the non-operative cases. 
However, this brawny induration has remained for some time. I cannot 
state as to two of them—the induration is there, but getting smaller. The 
discharge returned in four of these six cases with the subsidence of the in- 
flammation. One of these cases was one of the two in which the vas had 
been drained, due to poor technique, probably. I was unable to carry out 
the injection of the vas as Dr. Belfield had suggested. Whether or not those 
cases have stenosis of the vas now, I am unable to say, but in both these cases 
the vas seems to be adherent to the skin, at the point at which I drained it. 

Dr. HacGNnER. I did not touch a great deal on the pathology of this con- 
dition; as I covered this point in the previous paper. 

Dr. Young just asked me about the condition of the testicles in these 
cases. There has been no sign of any disease of the testicle itself, other than 
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a little inflammation of the visceral layer of the tunica vaginalis, at the junction 
of the epididymis with the testicle. In one or two of the first six cases I punc- 
tured the testicle to see if it were diseased, but it was not inflamed and ap- 
parently normal. There was no increase of tension. It seems to be entirely 
a disease of the epididymis. 

Dr. Belfield suggested that in these cases where pus was present one would 
find the skin cedematous. I have seen the skin cedematous when no pus 
was present, and not cedematous when pus was present, so I do not believe 
it is possible to tell whether you are going to find pus or not until the punc- 
ture is made. It has been absolutely impossible to feel any fluctuation in 
any of the cases I have operated on. The induration was just as hard as a 
stone, in fact in some of the cases where I was sure I was going to get pus 
there was no pus present. These were just as much relieved as the cases 
that had pus. 

I am sorry I did not have cultures taken in all these cases. In one of the 
hospitals I can get cultures, at the other it is pretty difficult. Now there are 
two cases there in which cultures were taken, and cover slips made, and there 
were no organisms present, either in the cultures or on the cover slips. Per- 
sonally I believe nearly all of these are gonorrhceal, and not secondary infec- 
tions. There may be some other organisms present occasionally, and it is a 
very good point Dr. Alexander makes. Every case here reported, in which 
an examination was made, either revealed the gonococcus or else were free 
from all micro-organisms. 

I may be a little mistaken about the number of cases. There were between 
one hundred and forty and one hundred and seventy cases in all, that I had 
seen. That is as near as I can average up the dispensary work, hospital 
work, and private cases. I have operated on nineteen cases, counting one 
other case since this series. As I stated before, the reason I did not operate 
on a larger percentage of cases is, that I am not yet sure whether it increases 
the liability to sterility, although I believe these cases, especially the severe 
ones, are sterile without operation. 

The last case I operated on was very similar to the one mentioned by Dr. 
Keyes. There was no fluid in the tunica vaginalis, a very thick tunica (about 
one half centimetre), but the epididymis was intensely red, and had a mem- 
brane, just as I mentioned in the other cases. 

Dr. Cunningham spoke of his cases, and I am interested to know that 
some of his cases had a return of the discharge. So far that has not occurred 
in my cases; perhaps it is a coincidence. The infiltration that Dr. Cunning- 
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ham speaks of, is absolutely true. In those cases where there are repeated 
attacks there is just such a condition as he spoke of—no marked induration. 
But in every case I have examined during the six months after operation, it 
has always been almost impossible to tell which side had been operated on, 
except for the scar. 

In the cases that Dr. Jones operated on, cases eighteen and nineteen, 
these cases had acute gonorrhoea, and he told me that after two weeks the 
urine was absolutely free from shreds, and the patients were entirely well in 
two weeks after the operation. The acute gonorrhoea was absolutely cured. 

Dr. F. TILDEN Brown, of New York. I should like to ask Dr. Hagner if 
he finds, in these cases of epididymitis, under certain circumstances, that 
rotation of the testicle has occurred, the epididymis presenting anteriorly 
instead of posteriorly ? 

Dr. Hacner. I really could not say definitely on that point. I always 
go in on the outer side of the testicle, and I think the testicles have been about 
normally placed, although it may be that they are turned outward a little bit. 
When I open on the outside, the largest portion of the inflamed epididymis 
presents in the wound. 

Dr. Brown. I should like to extend the question to the rest of the mem- 
bers. I have come across it in perhaps five or six cases, and it has seemed 
to me that it had something to do with the involvement of the cord; that when 
the cord is involved the shortening of the cord brings about a rotation of the 
testis through one-half of a circle or more. 


REPORT OF A CASE OF URETERAL SHOCK 


By Louts E. Scumipt, M.D., of Chicago 


sulted me for a pain in the left side under the costal arch. 
During the past five years he had had three similar attacks 
of pain; however, these three attacks were always accompanied 
with chills, fever and urinary symptoms. Seventeen years ago 
he had his first attack of gonorrhoea, and three years ago his 
third attack. These were apparently not of a complicated nature 


and had no relation to the aforementioned attacks of pain, 
chill, etc. 


(): November 30, 1907, a man, aged thirty-five years, con- 
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The urine was 1020 Sp. Gr. cloudy, light lemon color, trace 
of albumin, apparently corresponding to amount of pus. Micro- 
scopically, pus but neither red blood cells or casts. 

External examination, except for slight pain elicited by pal- 
pation, was negative. Cystoscopically, a slightly trabeculated 
bladder and a mild cystitis were noticeable. Both ureteral ori- 
fices were slit-like in character, and turbid urine was emitted from 
the left one. It was readily entered with a ureteral catheter. 
But on account of a slight obstruction, 3 cm. from the orifice, no 
attempt was made to pass higher. Several days later an X-ray 
picture was taken, and although a stone was suspected in the 
ureter, no shadow was visible then, although one in the kidney 
pelvis was readily noticed. 

December t1oth, ureteral catheterization was again under- 
taken. A smaller catheter was used and the obstruction was 
easily passed without effort and without producing any pain. 
As soon as the catheter entered the pelvis of the kidney, the face 
of the patient became instantaneously pale and pinched, eyes 
protruding, pupils dilated and cornea glassy. Lips blanched, and 
muscles of face as well as of body and extremities became motion- 
less. Respiration, at the same time, became shallow and super- 
ficial and somewhat irregular. The pulse became weak and 
could not be felt at the wrist or temporal region. The sensi- 
bility was at once lost and hearing impaired. He could not be 
made to understand by shouting, and unconsciousness seemed 
to be complete for a minute or longer. Then apparent signs of 
improvement set in. Hearing seemed to return quickest; he 
could understand, yet it was not in his power to articulate or show 
by movement of eye or extremities that he understood what was 
asked of him. In the course of ten minutes he was able to articu- 
late and speak fairly distinctly, and have control of his muscular 
action. His sensibility also returned, but his ghastly appearance 
continued for some time. While recovering, it was of interest 
to note how he would look about, yet was unable to speak or move 
in any way, except his eyeballs. Slowly speech returned and he 
was able to respond to questions. Sensation and strength gradu- 
ally returned, and in the course of forty-five minutes he was able 
to talk. As soon as he was able to speak distinctly he told me 
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that his entire body, as well as all the extremities, were recovering 
from “being asleep.” Furthermore he said, the attack set in as 
if a battery connection had been made, as soon as the catheter 
had apparently met with an obstruction or entered, as I said be- 
fore, the pelvis of the kidney. No local anesthetics had been 
used, as the patient was not particularly sensitive. 

He made a perfect recovery, and ten days later a nephrectomy 
was made for a kidney which was studded with large abscesses 
and several stones. 

DISCUSSION 


Dr. F. TILDEN Brown, of New York. I should like to ask if any local 
anesthetic was used in this case. 

Dr. Scumipt. No, sir; no local anesthetic was used. 

Dr. J. BENTLEY SQumEeR, of New York. I should like to ask if there was 
any history of epilepsy in this case. 

Dr. Scumipt. No, sir. I should like to state, in addition to that, that 
the patient was operated on some ten days after that, and an enormous pus 
kidney removed, with stones in the kidney, not in the pelvis, however. The 
patient left the hospital in the course of twelve or fourteen days, and I have 
seen him since then, and he is again perfectly well. 

Dr. JAMES PEDERSEN, of New York. What were the patient’s nationality 
and temperament ? 

Dr. Scumipt. American, thirty-five years old, traveling man; not of a 
particularly nervous temperament. 

Dr. Brown. In this connection I should like to say that I have seen 
reflexes from ureteric entrance of the catheter, to the extent that it has in- 
fluenced the function of the kidney, more commonly by stimulating its out- 
put of fluids—in the nature of a polyuria; but, on some other occasions, the 
reverse result obtained, and the specific gravity of the urines, from the two 
sides, became higher, and more of the urinous elements were found in those 
separate specimens than in the voluntary urine passed immediately before 
examination. But I have never seen anything akin to this most interesting 
experience of Dr. Schmidt’s. 

Dr. Scumipt. I did not leave the catheters in long enough to collect any 
urine, because it was a matter of considerable importance to me, and I imagine 
that if the catheters had been left in, there would have been a reduction of the 
amount of urine in this particular case. I did not wait to see that. 
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VARICOSE VEINS OF A PAPILLA OF THE KIDNEY 
A CAUSE OF PERSISTENT HA-MATURIA 


By Hucx Casot, M.D., of Boston 


URING the last few years the attention of genito-urinary 
surgeons has been attracted to the more obscure forms of 
hematuria, by the reporting of a large number of cases, 

where no sufficient cause for bleeding was made out, in some 
cases, even after the kidney had been removed. The classification 
of these cases is still chaotic and unsatisfactory. 

In 1898 Mr. Hurry Fenwick reported a case of papillectomy, 
for intermittent hematuria of five (5) years duration, in which 
the pathologist reported varicose veins in the mucous membrane 
covering the papilla. Since that time he has reported five (5) 
cases of a somewhat similar nature, in which the lesion appeared 
to be a change in a venous blood-supply about the papille. 

As far as I am aware, no similar cases have been reported in 
this country, and it is pleasant to be able to record an independent 
observation of this apparently unusual condition. 

Mr. A. B. S., fifty years. Entered Massachusetts General 
Hospital, September 27, 1907, in the service of Dr. Maurice H. 
Richardson, to whose courtesy I am indebted for reporting the 
case. 

Thirty (30) years ago strained his back lifting, and immediately 
afterwards passed what was thought to be bloody urine. From 
time to time since, often at considerable intervals, has passed 
blood without any subjective symptoms, and has given the matter 
little thought. 

Seven (7) months ago hematuria returned, and urine has 
since been bloody about one-third of the time. Five (5) weeks 
ago had sudden sharp pain in the left side about the level of the 
iliac crest. The pain lasted three (3) hours, was colicky in charac- 
ter, tending to shoot upward and inward and was accompanied 
by vomiting. No pain on micturition. Frequency two (2) to 
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four (4) times a day, and three (3) or four (4) times at night. 
This is a slight increase in nocturnal frequency over previous 
years. This attack led his physician, Dr. E. T. Drake of Frank- 
lin, New Hampshire, to regard the case as one of stone in the 
ureter. 

Physical Examination: Fairly developed anemic, somewhat 
cachectic man. Skin, a lemon tint. Superficial and deep re- 
flexes normal. Tongue and throat negative. Chest negative. 
Heart sounds regular, somewhat distant; no murmur; no en- 
largement of heart. Abdominal examination negative. Left 
inguinal glands slightly enlarged. Rectal examination shows 
prostate normal. External genitals normal. 












September 27. Blood. Hemoglobin 70 % 

Leucocytes 5000. Differential count: 
Neutrophiles 60 % 
Lymphocytes 38 G 
Eosinophiles 27) 


One (1) normal blast found. 


September 27. Urine. 
Color, bloody. 
Reaction, acid. 
Albumen, slight trace. 
Sugar, absent. 


Sediment: Largely fresh and degenerated blood corpuscles, 
leucocytes, and a little free fat. From this time until October 
5th, urine remained practically the same. 

Cystoscopic examination showed a normal bladder, blood 
in considerable amounts coming from left ureter, orifice of which 
was normal. 

Condition of patient was such as to clearly require relief, 
as his anemia showed no improvement, and tended to increase. 
X-ray examination negative. 

Operation accordingly done October 5th, by Dr. M. H. Rich- 
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_ardson. The kidney was exposed through an oblique incision 
on the left side, running from tip of the twelfth rib downward 
and forward. An apparently normal kidney was delivered 
without difficulty. Palpation of the kidney and upper portion 
of the ureter failed to show anything abnormal. The patient’s 
condition was such that a nephrotomy with its attendant possi- 
bilities of bleeding seemed to Dr. Richardson unwise, in which 
opinion I entirely concurred. The choice therefore appeared to 
lie between decapsulation and nephrectomy. The latter oper- 
ation was decided upon, and done without difficulty. Patient 
stood operation well. Upon the following day patient was pass- 
ing a good amount of urine, though it was still markedly blood- 
stained. 

October 7th. Two (2) days after operation the urine was 
clear, and remained so up to time of discharge from the hospital 
two weeks later. 

April 25th, 1908. Reports by letter that he has been entirely 
well since operation, and steadily at work. 

The kidney was submitted to Dr. William F. Whitney, who 
has recently reported his observation to the Obstetrical Society 
as follows: 

“T examined it at once, and in general it appeared as a some- 
what pale but otherwise normal kidney. On closer inspection 
it was noticed that the tips of one or two of the papillz, at one 
end of it, were reddened and a little spongy. These were cut 
out at once carefully and hardened in Zenker’s fluid, embedded 
in paraffin, sectioned, mounted and stained with eosine and 
methylene blue. 

“The microscopic examination showed the small veinules at 
the tip of the papilla dilated irregularly to twice or three times 
their normal size, and covered on their free surface with the finest 
possible film of connective tissue and a single layer of epithelial 
cells. Here and there they projected as varicose knuckles above 
the surface (Figs. 1 & 2). The conditions, in fact, were such 
that the slightest violence must have caused a rupture with sub- 
sequent escape of blood. In one specimen a rent was found in 
one of these thin walled channels, but it cannot be stated positively 
that it may not have been an artifact. The lumen of the vessels, 
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in many places, was filled with a finely granular detritus and 
occasional blood corpuscles, but no well marked thrombi were 
seen. ‘That the hemorrhage must have taken place here, how- 
ever, is borne out by the fact that the straight tubules of this 
region contained blood corpuscles, which were not found higher 
than the base of the pyramis. 

“The anatomical conditions above described are certainly 
adequate to cause frequent and severe hemorrhage. For we 
have only to call to mind what an insignificant lesion will produce 
a very severe epistaxis, to realize what might happen after. the 
rupture of one of these small varicose vessels. 

“Tt is interesting to find what an abundant vascular plexus 
there is at the apex of the normal papilla, and by what thin tissue 
the vessels are separated from the external surface. The size 
of the normal vessels, however, is very much less than in this 
case, so that their covering is actually and relatively very much 
thicker. It is only to be wondered at that hemorrhage is not 
much more frequent from this source, and it possibly may be, 
and may account for blood found in the urine in some cases of 
congestion of the kidney.” 

The only other similar cases are the six of Mr. Fenwick’s * 
above referred to, which are here briefly summarized. 

“Case I. March, 1898. Woman aged eighteen. Inter- 
mittent hematuria for five years. Papillectomy. On examin- 
ing under water it was not villous as was supposed, but the vessels 
of the. mucous membrane clothing the papilla were markedly 
varicose. Mr. Targett reported there was no evidence of growth, 
but there was a congestion of the vessels with extravasation of 
blood and an increase in the cellular stroma. This might be 
an early stage of a fibrous condition such as is not uncommon at 
the tips of the papille. 

Case II. September, 1898. Woman. Profuse hemorrhage 
two weeks before, without any other symptoms. At operation 
a bright red varicosed condition, similar to that which had been 
encountered in the first case, was seen. Papillectomy. Mr. 
Targett reported the vessels in this part of the kidney distended 
with blood, and with some extravasations. 


(*) Fenwick, H. “Clinical Cystoscopy”, London, 1904, p. 392. 
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Case III. July, 1902. Male, thirty-six. Hematuria on 
slightest exertion. Pelvis opened and blood seen to issue from 
lower infunibulum. Sulphate of iron applied. No _ benefit. 
Nephrectomy two months later. Kidney was found in a state 
of subacute nephritis, possibly the result of first operation. Re- 
gards it as primarily an angiomatous papilla. 

Case IV. Male. Hematuria for eight weeks. Operation 
consisted of an incision into the cortex of the lower third without 
entering the pelvis. Bleeding disappeared after a few days and 
healed rapidly. No return at the end of six months. 

Case V. April, 1898. Male, thirty-eight. Ten days pre- 
vious, symptomless hematuria. Cystoscopy. Bloody efflux from 
left ureter. Operation. The finger was inserted into the pelvis 
through a deep incision in the cortex of the lower third. Hemor- 
rhage ceased and had not returned after a year. 

Case VI. September, 1902. Woman, forty years. Had dark 
blood in her urine for two years without cessation, without symp- 
toms. Operation, a deep incision made in the convexity of the 
cortex of the lower third. Hemorrhage persisted. ‘Two months 
later, nephrectomy. On dissection, a dark purple papilla appeared 
and oozing from a bright point in the apex was a little blood. 

Mr. Targett reported that the cortical tissues appeared quite 
healthy, both as regards the glandular tubules and the glomeruli, 
but on passing up the papilla toward the pelvis of the kidney was 
found an extensive dilation of the small vessels running up the 
papilla. Indeed, the condition was so marked at the summit of 
the papilla that it constituted a capillary nevus or angioma, and 
many of the larger vascular channels were distended with clots. 
In consequence of this growth of vessels, the papilla was greatly 
enlarged and the covering of transitional epithelium was greatly 
thinned or actually wanting at the apex. The capillary vessels 
must therefore have been placed in direct communication with 
the cavity of the pelvis of the kidney.” 


TREATMENT 


For most cases of this condition it would seem that nephrectomy 
is an unduly radical operation, though in the present instance it 
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was amply justified. Decapsulation and nephrotomy are likely 
to be valueless, because they fail to attack the essential lesion, and 
if they give any benefit, it is because the general congestion is 
diminished. 

Mr. Fenwick has had some success with the somewhat blind 
destruction of the papilla, through a short incision in the cortex, 
but the method is somewhat less accurate than the condition re- 
quires, for satisfactory treatment. 

Since in practically all of these cases it is possible to deliver 
the kidney so that the pelvis is readily accessible, it is at least 
possible with a free incision into the pelvis; in short, an explora- 
tory pyelotomy would enable the lesion to be dealt with under 
direct vision. _If the spongy tissue can actually be seen, it would 
not be difficult to destroy the superficial vessels with a properly 
constructed electro cautery. 

There is, I believe, every reason to expect that further investiga- 
tion will show this condition to be a not uncommon cause of 
hematuria, and one which can be dealt with without sacrificing 
the kidney. 


DISCUSSION 


Dr. James BELL, of Montreal. I should like to mention briefly on this 
occasion, a case which I operated on three years ago. The case was that of 
a young woman, twenty-five or thereabouts. She had been a pupil nurse in 
the training school, and had been sent away for anemia, about a year and a 
half before. She had had a persistent hematuria for about a year, and attacks 
of pain, so that I thought she had a kidney stone. A skiagraph was made, 
but was negative. Nevertheless, I thought she must have stone. I exposed 
the kidney and delivered it upon the loin, explored the ureter, but found noth- 
ing; palpated the kidney, discovered nothing; incised it along the convexity, 
and discovered nothing; and then returned it. Some five or six hours after 
operation she had a very serious hemorrhage into the bladder, and the next 
day another one which filled the bladder with clots so that they had to be 
extracted. This kept up from day to day, pretty nearly every day a serious 
hemorrhage, until in the course of a week, I was obliged to remove the kidney, 
as she was running down very rapidly on account of these frequent and severe 
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hemorrhages. The kidney was most carefully examined, and absolutely 
nothing found to account for the hemorrhage anywhere. The patient made 
a rapid and uneventful recovery, showing that the hemorrhage came from 
the kidney, although a most careful examination failed to show its source. 
Of course, it would not be so easy to find in a case of this kind, where the 
kidney was removed four or five days after it had been incised, palpated and 
manipulated in every way. 

Dr. F. TILDEN Brown, of New York. I would like to say a word on 
this very interesting subject. Part of the report I did not hear, but the sug- 
gestions of the reader of the paper at the end were garnered. I believe that 
these cases are to be dealt with by opening the pelvis of the kidney rather 
than going through the cortex. Entering the pelvis of the kidney by way of 
the cortex and medulla is not only unnecessarily damaging, but it is fraught 
with inadequate opportunities for examining the calices, or even a satisfactory 
examination of the pelvis itself. In carrying out the procedure of the reader 
of the paper, delivering the kidney, and opening the pelvis—I understand 
posteriorly >—I think, insome cases, the pedicle will be found too short to permit 
of turning the kidney on side and exploring it by ordinary direct-vision specula. 
It seems to me that some instrument like a cystoscope, with more or less angled 
vision, must be used in such cases, to look into the different parts of an at- 
tached kidney. But with that aid, I believe we shall have an opportunity of 
dealing conservatively with some kidneys, without having to subject them as 
at present, either to such mutilating local trauma or removal. If a papilla is 
seen in some one case to be the seat of lesion, the operation resolves itself 
into a simple procedure, as was the case in a young nurse, a patient of Dr. 
Dowd’s, in whom the symptom of hematuria was so obscure, as to location and 
etiology, that he asked me to determine it by ureter catheterization. It was 
found that the trouble was located in the left kidney. Tubercle bacilli were 
absent. Cultures showed no growth, and the X-ray examination was nega- 
tive. Under these circumstances, he cut down upon and thoroughly exposed 
the kidney. Suggestion was made to Dr. Dowd that he enter the pelvis 
through its posterior wall, and that by running his finger into the various 
calices, he could determine that the tip of one papilla had a very different 
feel from the others. This he took off, with cutting forceps, and replaced 
the kidney. There was hematuria, of a mild grade, following operation, for 
a short time, but recovery was uneventful otherwise, and complete. 

Dr. Francis R. HAGNER, of Washington. I reported last year at the 
meeting of the American Urological Association some cases of hemorrhage 
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from the ureter, that stopped after ureteral catheterization. There is one 
case, that I want to mention now, that will appear in the Annals of Surgery 
for this month, and this is one case in which I am looking for an explanation. 
A gentleman from Virginia, a bank cashier, had had uninterrupted bleeding 
for thirty-six years. He is an educated man, and his statements can be relied 
upon. He told me that he had never known his urine to be free from blood. 
He was very anemic, emaciated, and looked as though he was almost in the 
last stage of some malignant disease. I catheterized his ureters; no sign of 
stone; bladder normal; ureteral orifices normal; left side normal; right side 
very bloody. He told me that the color of his urine had varied from a port 
wine to inky blackness. He had consulted Dr. Nathan R. Smith of Baltimore 
years ago, Dr. Hunter McGuire of Richmond, and other prominent surgeons. 
The urine was normal except for the blood. The morning after I catheterized 
him he told me his urine had cleared up. I wanted him to have an X-ray 
taken. I thought it was some varicosity or papillomatous condition. I did 
not think it was malignant because it had lasted too long. If it had been 
tuberculosis or stone, there would have been some cellular elements in the 
urine. As I say, the next day the urine was clear. The patient went home, 
and I heard from him in a week, and there had been no return of the heama- 
turia. I have kept in constant communication with him. He has never 
had any return of the hemorrhage, and has gained in weight. He was in my 
office about a month and a half ago. He had gained twenty-six pounds, 
was absolutely healthy in appearance, and had been accepted for 
$10,000 life-insurance. That is a remarkable case. No one seems able to 
explain it. 

The other two cases were cases that stopped after ureteral catheterization, 
but they had not lasted anything like so long as the first case. 

Dr. JOHN VAN DER POEL, of New York. I have seen a case that bears that 
out, but it did not stop after catheterization. The patient had had a marked 
malarial history, nine years previously. I observed the case for nine or ten 
months, and catheterized him many times, with and without pelvic irrigation, 
but was unable to make anything out of it. The urine varied from a port 
wine color to an inky blackness. Some of the specimens would be returned 
with a showing of almost pure blood. The X-ray discovered nothing, except, 
perhaps, that one kidney was larger than the other. There was no pain, and 
no tubercle bacilli were found. The opening of the ureter was normal, as 
also that on the other side, but the blood could be seen oozing from the ureter. 
Unfortunately the patient would not allow an operation. As regards malaria, 
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I could never make anything out of it. The blood examination was negative, 
and he did not respond to anti-malarial treatment. 

Dr. Louis E. Scumipt, of Chicago. I should like to say a word as to 
treatment. I think it is absolutely necessary for all men who attempt to 
practice genito-urinary surgery to be absolutely positive of the diagnosis, 
and particularly of the condition of the opposite kidney. Some years ago this 
was forcibly impressed upon me in a case somewhat like this. I catheterized 
both sides, got sufficient urine and made a positive diagnosis of tuberculosis ot 
the kidney. The bacillus was found on one side. The opposite side showed 
perfectly normal urine. No other pathological conditions were noted in the 
individual. I operated, exposed the kidney, palpated it thoroughly, that is, had 
it above the operative wound, could find absolutely no pathological condition 
—that is, externally; then I made an incision or puncture, but still no focus 
of disease was noted. And if I had not been absolutely careful in the pre- 
vious examination, I should have been in doubt as to whether I was right or 
not. That is, I probably should have returned the kidney, put it back into 
place, and imagined that there had been some mistake made. However, I 
did a nephrectomy, and, of course, later examined the kidney more thoroughly, 
and found three or four small foci which were not found at the time of opera- 
tion. Now if I had returned that kidney into place, there is no question at all 
what the ultimate outcome would have been. Now that is absolutely true of 
these apparent cases of hematuria, or cases where we occasionally find small 
quantities of pus coming down from one side. If you take a look at the 
kidney it may look perfectly healthy, and you fear that a nephrectomy would 
be too radical, but I am convinced, that at the present time, there is no method 
of examination that will tell us exactly where such a lesion as the Doctor 
described in his case, could be located. 

Dr. Brown. I do not want to have Dr. Schmidt, for a moment, think 
that I would suggest cutting down upon a kidney preliminary to getting by 
ureter catheterization, all the facts referred to. My point of making an ex- 
amination of the pelvis of the kidney after such data have been secured, is to 
determine at the time of operation what part of the pelvis of the kidney, or 
which calyx, is involved in a small process of this sort. It is a purely second- 
ary examination, and for the localization of a pathological condition already 
determined to exist by a differentiation of the urines. I have seen several 
such cases as this reported to Dr. Schmidt, and I think that where a hemor- 
rhagic papilla exists, the ocular and tectile examination of the interior of a 
kidney is, in its turn, as good as a ureter catheter examination. 
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Dr. Scummpt. You say to open the pelvis and examine, and proceed 
according to what you find? 

Dr. Brown. Yes, to explore through the pelvis of the kidney, rather 
than by an incision through its cortex and parenchyma, and then to be guided 
by the local lesion as to how to deal with it, and after its removal, to return 
the kidney; or, on the other hand, if necessary, take out the entire kidney. 

Dr. Scumipt. I perfectly agree with what Dr. Brown says. I possibly 
misunderstood him to some extent. If one can find a definite pathological 
lesion after opening the pelvis, there is no question that the only correct 
thing to do would be to treat that particular individual point. In a general 
way, I should like to state that it is not an easy matter’to examine the pelvis 
of the kidney, at least I have not found it so. 

Dr. Casot, in closing. In regard to the value of nephrotomy, I am glad 
to see that most of the speakers have taken the view that nephrotomy, in con- 
ditions of this kind, is not sound. My own experience has not been as un- 
fortunate as some others. I have never happened to lose a case from hemor- 
rhage, but it seems to me that the possibility of secondary hemorrhage in 
these cases is very real, and I believe the operation of nephrotomy is one 
which is bound to lose ground, except for stone. 

Since seeing this case I have attempted, on a cadaver, to examine the 
pelvis of the kidney with a little throat mirror by reflected light, and I feel 
sure that if more attention is given to the examination of the pelvis of the 
kidney, something will come of it. 

I am unwilling to accept the view that nephrectomy is sound treatment 
for conditions of this kind. Certainly the conditions found in this kidney 
would not justify nephrectomy, if a lesser operation could be used. I hope 
that some method of dealing with the lesion directly, will be found. 
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AN IMPROVED SYPHONAGE APPARATUS 


By Dr. F. TILDEN Brown, New York 





NSTEAD of the hand syringe in cystoscopy I favor the use of 
] syphonage. The two great advantages of the latter being: 
First, that a hypersensitive bladder is much more tolerant of 
distention under a gradual and uniform pressure than when sub- 
jected to the sudden and irregular pressure incidental to use of 
the syringe. Secondly, the easy working stop-cock at the end 
of the syphonage tube makes one independent of assistance 
and renders it possible, when necessary, to perform cystoscopy 
or ureter-catheterization unaided. 

The reasons for preferring a syphonage hose to any form of 
fountain syringe resides in the following: First, being a unit it 
is compact, hence easily portable, and readily sterilizable. 
Second, it is adjustable to a water receptacle of any size and 
shape. Third, because of its applicability as an emergency in- 
fusion apparatus. 

The split metal U tube or flexible spiral for supporting its 
sharp bend as well as hanging this continuous rubber tubing 
over the mouth of some water jar, which I adopted some years 
ago, has been here elaborated to serve now as a means of sus- 
pension for the tubing as well as for the jar itself. By means 
of a metal spring set two inches lower down and at right angles 
to the rubber tube support, provision is made for snapping the 
whole on or off the neck of the glass jar. By this means the 
syphonage tube as a whole may be left suspended in place as 
the flask is taken down for refilling. Of course, employment 
of the syphonage system does not necessitate suspension of 
the fluid receptacle. This may just as well stand on some 
elevated shelf, except that it is not so secure unless quite 
heavy when empty. The spring yoke does not have to be 
applied but it happens to be the exact size for fitting the neck 
of a new glass duck urinal, made by Meinecke & Co., which on 
account of its weight, and the novel feature of standing on end 
like a pitcher, offers the best possible jar (whether to sus- 




























































































PLATE XII.—Presented by Dr. F. Tilden Brown. 




















Fic. 1.—The author’s Composite Cystoscope, 1908 Model. 


O. Obturator. I.C. Indirect view double catheter telescope; I.E. Indirect 
view examining telescope; S. Sheath common to all telescopes, with inverted 
lamp, and having a fenestration at concavity and convexity; D .E. 
examining telescope; D.C. Direct view double catheter telescope; O.V.C. Oblique 
view double catheter telescope; C.P.O. Compensating prism ocular. 


Direct vision 





PLATE XIII.—Presented by Dr. F. Tilden Brown 


Fic. 2.—The author’s Composite Cystoscope, 1908 Model. 
Obturator in the sheath, telescopic tubes same as in Fig. 1. The 
catheter deflecting lever at the tip of the indirect view and the ob- 
lique-view telescope is seen flexed. 
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pend or stand) for urinal purposes as well as for this form of 
syphonage apparatus. 

It may be added that this new duck is a striking improve- 
ment over any of its predecessors, having such a range of applica- 
bility that it finds a place in the office, hospital or home. 


TWO NEW DOUBLE CATHETER TELESCOPES FOR 
THE COMPOSITE CYSTOSCOPE 


By F. TILDEN Brown, M. D., New York 


R.PRESIDENT and Members of the Association: In view 
Me the hour I shall not take its remaining minutes to de- 
tail this exhibit (Figs. 1 to 7) by coupling up in series 
with their common sheath the five different interchangeable tele- 
scopes, consisting of, 1st,a direct-vision examining; 2d, a direct-vis- 
ion double catheterizing; 3d, an indirect-vision examining; 4th, an 
indirect-vision double catheterizing ; 5th, an oblique-vision double 
catheterizing; or, in all, two examining and three catheterizing 
telescopes. As those of you interested in cystoscopy may recall, 
the different telescopes of the original composite cystoscope (Figs. 
8 and g) were four in number. ist, a direct vision-examining; 
2d, an indirect-vision examining (right angled or prismatic) ; 3d, 
an indirect-vision examining (retrograde); 4th, a direct view 
double catheterizing or, in all, three examining and one cathet- 
erizing telescope. By Mr. Wappler’s masterly application of 
the approximately hemispherical lens in substitution of the 
former prism, we now have a single indirect-view telescope of 
such a large angle that this one alone nearly covers the 
ground .for which two separate telescopes were formerly 
needed. Hence the reduction by one in the number of examin- 
ing telescopes in this last model of the composite, while in the 
matter of catheterizing telescopes it has been augmented by 
two (Figs. 1 and 2). And these are the two novelties to which I 
would invite your attention. 
A word reviewing the subject of ureter catheterization will 
serve to explain the reasons for these new parts 
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Catheterization of the ureters by the direct-vision telescope 
as first introduced by Brenner was never accepted by Nitze or 
practiced by his followers. Independent workers in America, 
however, extended to this single catheter cystoscope of Brenner 
its first endorsement (except for the isolated instance of 
Zuckerkandle in Vienna) since when’ its more or 
less closely allied forms of catheter cystoscope have con- 
tinued to gain in favor, although practically all American 
students who have studied cystoscopy abroad have returned so 
thoroughly imbued with the belief that ureter catheterization must 
be done, if at all, by the indirect method, that they have for the 
most part declined to look into the claims for the direct, as 
practised and extolled by their home confréres. To our own 
knowledge, however, two or three who had enjoyed the advan- 
tages of an initial training in the classes of Nitze, Casper and 
Albarron or their clinical assistants have learned with surprise 
and profit, that by such exclusion, they had been denying them- 
selves a great aid, so that now these men do not hesitate to make 
selected use, according to the requirements of any particular case, 
of either forms of cystoscope for accomplishing catheterization. 
And I infer that the longer they continue to pursue this line of 
work the oftener they will find themselves approaching a cath- 
eterization with the direct-vision instrument. And this for the 
reason given in “Differention of the Urines” in 1899, that only 
the more exceptional cases call for the employment of the more 
complicated instrument, or as there stated, ‘while the ureter 
opening may be seen better with the indirect, it is seldom cathe- 
terized so easily as by the direct vision cystoscope.” 

But for the great majority of foreign cystoscopists, the 
original composite cystoscope had little if anything which 
appealed to them. Nor did they hesitate with all conservativism 
to dissuade any neophyte from buying an instrument which 
was not essentially an indirect-vision, or prismatic one. It was 
a wish to counteract this mistaken tendency, to avoid direct-vision 
cystoscopes, which furnished incentive to the writer to equip 
his composite cystoscope with a telescope which would effect in- 
direct-vision catheterization as well as direct, and, in this way, 
not merely cater to the demand for something a certain class had 
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come to believe indispensable, but he was convinced that, once in 
possession of a composite instrument, which could be made to 
serve in any of several ways, sooner or later its owner would dis- 
cover the merits of the long discarded direct-view catheterizing 
telescope. 

Our first experimentation looking towards the accomplish- 
ment of what we are presenting today was in 1903, when we had 
the sheath of the composite cystoscope fenestrated also at the 
concavity (Figs. 10, 11, 12) in order to gain for the instrument 
indirect vision properties for examinations at least, and this by 
two ways, namely: in having the lens either proximal or distal to 
the lamp; by different degrees of insertion of the same telescope. 
The question of elaborating it to permit the employment of an 
indirect-vision, double catheterizing telescope was in no way deter- 
rent, only that Mr. Wappler’s then inadequate factory facilities for 
making cystoscopes in sufficient quantities did not, from a mone- 
tary standpoint, justify the undertaking, and we were for the 
time deprived of his unusual attainments. Since, however, this 
expert in mechanics and optics has taken up the making of cys- 
toscopes and allied intruments exclusively, I have the honor of 
presenting to you this long deferred completion of the indirect- 
vision catheterizing telescopic accompaniment for the composite 
cystoscope (Figs. 13 and 14). It has not been in my hands long 
enough to be sure that its proportionate spacing of lamp, lens 
and catheter outlet are the best which can be had, but that it is 
presented in a perfectly practical form, only susceptible of improve- 
ment perhaps by minor changes of the kind mentioned, we have 
no hesitation in believing. 

The obturator for closing the two fenestrations during intro- 
duction furnishes a degree of smoothness and uniformity to the 
shaft quite foreign to other cystoscopes for catheterizing at the 
concavity. 

While we have long been satisfied that, in the majority of 
cases requiring ureter catheterization, the direct vision and 
the direct catheter protusion afforded the simplest means of 
accomplishment, we have not been blind to its occasional short- 
comings. When the topography of the trigonum and bladder base 
approximates that form where the direct view begins to lose favor, 
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and the indirect-vision-telescope begins to offer more promise, 
it-is because the slope of the bladder base becomes so precipi- 
tous as to cause the ureter mouths to lie in a pocket below the 
horizon of the direct vision instrument and we become aware of 
wishing that our terminal lens might permit of looking more 
obliquely downward and less straight ahead. About the same time 
we commissioned Mr. Wappler to make the indirect-vision cathet- 
erizing telescope, he was asked toexperiment with lenses aiming at 
some optical combination for a double catheter telescope which 
would show the better part of its field as seen through the fene- 
stration at the convexity, midway between that of the direct and 
the right angle telescopes (Fig. 14). The result is here shown 
in greater detail in Plates I., IJ. and III. 

While possibly the applicability of this oblique vision catheter- 
izing telescope might be greater for the majority of cases, if the 
operation of the lens and catheters approximated rather more the 
range of these same parts in the direct catheterizing telescope 
and somewhat less those of the indirect vision telescope, we can- 
not, but foresee a splendid future in the service this particular 
addition to the composite cystoscope promises to render in certain 
instances. 

In Plate II, Fig. 1 and Plate III. A. is shown the lens scheme 
in the Nitze system, and used in all the European instruments for 
indirect vision. ‘There are here seven. polished surfaces, the prism 
having three, the front lens two, and the back lens two. The 
centre of the visual field is at go°. 

In Plate I. A, Plate III. B and Plate II., Fig. 2 is seen this 
new lens and how the above three separate optical parts have 
been combined in one, and how by a different face for the front 
lens it is possible to advance the angle of vision to 45°. ‘This is 
the system upon which our oblique vision catheterizing telescope 
is based. ‘There are here but three polished surfaces, all on a 
single piece of glass. 

The practical differences, apart from the different positions 
of their visual fields, in these two lens systems may be summar- 
ized as follows;—Every surface requires polishing, hence 
increased labor and cost of production in A. 

In mounting lenses every surface gathers dust, therefore 
greater difficulties in assembling in A. 

Every surface reflects light at the expense of the initial illumi- 





PLATE XIV.—Presented by Dr. F. Tilden Brown. 
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Fic. 3.—The author’s Composite Cystoscope, 1908 Model. Cathet- 
ers in the direct, indirect and oblique-view telescopes. 





PLATE XV.—Presented by Dr. F. Tilden Brown. 


Fic. 4.—The author’s Composite Cys- 
toscope, 1908 Model. With the oblique 
view double catheter telescope in the 
sheath. The catheters. deflected to 45°, 
the most forward limit of the oblique 
view lens, which looks through the fenes- 
trum at the convexity. 


Fic. 5.—The author’s Composite Cysto- 
scope, 1908 Model. With the indirect view 
double catheter telescope in the sheath, which 
looks and operates through the fenestrum at 
the concavity. 
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nation; therefore, this new system permits the object to appear 
clearer with the same size telescope and size of field. 

In Plate II, Figs. 1, 2, 3, 4 show these lenses with their angles 
of incidence indicated by dotted lines, inclosing the numeral 5s. 
Plate I. A shows the same lens mounted at the extremity of the 
skeleton telescope, with its degree of visual field, indicated by the 
dotted lines. In Plate II, Figs. 3 and 4, the numeral 3 indicates 
the lever-deflected catheters (the drawing being in profile and 
schematic, represents the instrument with but one catheter) at 6. 
At D in Plate I and 2 in Plate II is shown the proximal finger 
control of the lever 3. 

In Plate I are shown the varying proportions of a spherical lens 
needed and the different settings in relation to the reflecting sur- 
face required to give the different visual fields used in cystoscopy; 
these varying from a 45° anterior to nearly an 80° posterior 
or retrograde view. 

It is the novel application of this lens of only three polished sur- 
faces in a single piece of glass and set as described, which effects 
a forward looking but inverted image telescope, shown again in 
sectional form in Plate II. where the dotted lines indicate the 
nearly 40° of forward visual field. The remaining lettered details 
are explained on the drawing, Plate I. 

The telescope and its contained catheters (Figs. 14 and 14 
c. v.) operate through the direct terminal opening at the vesical 
end of the inverted lamp sheath. Plate II., Fig. 3 shows a lever 
mechanism very similar to that on the indirect-vision telescope to 
deflect the catheters downward and approximately to the same de- 
gree of obliquity as the visual rays of the lens. Besides the 
useful optical properties of this oblique vision telescope, advan- 
tage can be taken of its employment for the easier removal of 
the cystoscope when the catheters are to be left in the ureters, 
athough as a routine practice we always deprecate this removal 
of the cystoscope before all of the two urines, necessary for 
examination, has been collected; it is not necessary to again 
give the manifest reasons for this objection. 

In other words the advantages suggested by the oblique over 
both the direct and indirect-vision catheterizing cystoscope but 
as yet not fully verified, are: 
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1. It affcrds a downward view (oblique) upon the ureter 
mouth; being, in this respect, better than a direct vision cystoscope. 

2. The relative position of beak, catheters and ureters is 
the ideal one for easy insertion and withdrawal of the cystoscope 
when catheters are to be left in the ureters, in this respect being 
vastly more manageable than the indirect vision cystoscope, 
where some provision to permit of turning the beak forward 
independently of the catheters is necessary, as in Bierhoff’s cysto- 
scope. Otherwise the catheters become crossed as well as locked 
by the beak. 

3. The beak of the instrument being always in an upward 
and forward position, there is no chance of its coming in con- 
tact with the bladder wall so as to mar the illumination or to 
heat the mucosa. 

However well these new catheterizing telescopes of the com- 
posite cystoscope may meet the requirements in some instances, 
it is doubtful, we feel, if either of them, will for every day average 
cases, supplant the now well established advantages of the 
direct vision double catheter telescope. 

Particularly for those who have not become practiced in the 
use of the indirect vision cystoscope, a compensatory ocular, 
interchangeable with the usual one, has been made for these new 
telescope parts of the composite, which reconverts the inverted 
image of the vesical prism or hemispherical lens to an upright 
one. This ocular is constructed on a different principle from 
that of Nitze’s compensatory eye-piece. (Figs. 1, C. P. O.) 


PERINEAL TUBES FOR BLADDER DRAINAGE 
By F. TirpEN Brown, M. D., New York 


RS. ALEXANDER AND HAGNER showed some excel- 
lent forms of these tubes at last year’s meeting. They 


were of metal, plated and straight, the lumen and eye 
being large. The latter features as well as the ability to 
stand continuous service and no end of thorough sterilization 
are the prime advantages of these metal tubes, especially where, as 
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PLATE XVII.—Presented by Dr. F. Tilden Brown. 








Fic. 8.—The author’s Composite Cystoscope, Original 1901 Model. Direct view double cathetd 
telescope in the sheath. The associated tube is a direct-view examining telescope of larger vesic 
field than the catheterizing telescope. 
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Fic. 9.—The author’s Composite’ Cystoscope, 1901 {Model. Same as Fig. 8, except for 
the added later indirect view examining telescopes. That nearest the sheath having a pris- 
matic, the other two a semi-spherical and more than hemispherical lens. These indirect-view 
telescopes, operate by having the lens protruded through the fenestrum at the convexity, Figs. 


12 and 12x. The uncovered upright lamp was to cast light in all directions for the various 
telescopes. 
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in one of our hospitals, the attending surgeon is apt to have to sup- 
ply much of his armamentarium, if he wishes one. For these rea- 
sons we have experimented with a cheaper metal—block tin—rigid 
enough to keep any original shape, yet sufficiently malleable to be 
given by the hands, any other bend which the conditions of a par- 
ticular case may require. Fig. 1. Instead of the customary 
lateral position of the catheter eye, a fore and aft location re- 
lative to the tip has here been used, expecting thereby to avoid 
better the risk of occlusion by encroaching cedematous mucosa, 
as well as offering through transit for a soft rubber catheter 
should blood clot or mucus block the almost terminal eye. A 
metal collar, (screw-tightened or loosened) encircles the tube, 
and has a small eye opposite the binding screw, this perforation 
to take the retaining suture. At inch intervals commencing 
from the proximal eye of the block tin tube, six grooves are cut, 
each indicated by astamped numeral. These are for the guidance 
of the nurse after the operator has determined, as he should, 
before the patient leaves the operating table, the exact amount 
of tube insertion for effecting the freest bladder drainage; he 
will there and then set the binding ring on the tube at this point 
and call the attendant’s notice to the fact that such an inch ring 
number 4 or 5 say, is just where the suspending ring is now 
fastened and should remain about in contact with the skin, and if 
the drainage becomes imperfect while the tube is at this same dis- 
tance, as can be determined by the binding collar and the inch 
mark, the cause must be something blocking the tube or eye, and 
all required is to twist out the hard rubber connecting tube, 
and shove up a soft rubber catheter and irrigate. 

We prefer a short piece—six or eight inches—of rubber 
tubing leading from the hard rubber connection into a flask 
between the patient’s thighs, to any of the forms of longer tubing 
over the side of the bed. 

The curve for the block tin tube found most generally the 
best is a slight letter S-shape, where the external part of the tube 
has a longer and lesser curve than the intravesical portion. By 
a modified U-bend, this tube, with a few inches of rubber tubing 
attached makes a good temporary syphonage drain in supra- 
pubic cystotomy. 





Plate XVIII.—Presented by Dr. F. Tilden Brown. 


Fic. 10.—The author’s Composite Cystoscope, 1903 
Model, his first to utilize a fenestrum at the concavity as 
well as convexity. Seen with the obturator occluding 
the fenestra during introduction of the sheath. 
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PLATE XIX.—Presented by Dr. F. Tilden Brown. 
Model, with hemispherical lens looking through the 


concavity fenestrum and utilizing the proximal illumi- 
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PLATE XXI.—Presented by Dr. F. Tilden Brown. 








Fic. 13.—The author’s Composite Cystoscope, 1908 Model. Lateral views of 
catheters protruding through the concavity fenestrum from the indirect view double 
catheter telescope. 

Fic. 14.—The author’s Composite Cystoscope, 1908 Model. Lateral and 
three-quarter view of catheters protruding through the convexity fenestrum from 
the oblique view double catheter telescope. 





PLATE XXII.—Presented by Dr. F. Tilden Brown. 


BEAK OF CYSTOSCOPE OMITTED TO SHOW LENS AND POSITION 


COMBINATION 
© «FRONT PRISM 
AND BACK LENSE. 
COMBINATION 
se IRONT PRISM 


=< 
* ! 
AND BACK LENSE. é 
j i See RIGHT ANGLE 
A-Optical piece comprising Front-lens 


Prism and Back-lens. 


B.B. Compensating middle-lens. 
C. Eye - piece. % RETROGRADE. 
D.Deflecting mechanism. 


£. Deflecting finger orlever controlled byD 
L Position of beak and lamp 
% RETOGRADE 


Plate I. 


The Nitze indirect lens system 
has seven polished surfaces. 


Dr. F. Tilden Brown's indirect 
Jens system having but 
three polished surfaces. 


Plate III. 





. F. Tilden Brown. 
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